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PRESIDENTIAL MESSAGE 


Interest by osteopathic physicians seeking ad- 
vancement in the art and practice of obstetrics and 
gynecology and in the activities of the American Col- 
lege of ‘Osteopathic Obstetricians and Gynecologists 
has grown considerably in the past few years. This is 
evident by the increasing number of applications for 
membership and the attention and support given to our 
College by the profession at large. 

The marked increase in membership applications, 
the intensification of interest on the part of the profes- 
sion in general, and the recognition accorded us by 
other groups in the profession can be attributed to the 
high quality of the college’s 4-day postgraduate course, 
to the greater number of postgraduate courses in the 
osteopathic colleges, to invitations to attend, for the 
second year, such meetings as the American Committee 
on Maternal Welfare, which this year is to be held in 
Chicago in December, and, last but not least, the will- 
ingness of our College to help in the advance of the 
osteopathic profession. 

In our efforts to advance the profession and sup- 
port the colleges, we are instituting two plans for the 
annual meeting to be held in Jacksonville, Florida, in 
February, 1955. The first is for the day to be known 
as College Day, for which each of the osteopathic 
colleges will provide a speaker, all of whom will par- 
ticipate in a panel discussion. The second is the Alumni 
Luncheon, at which a well-known and capable speaker 
selected from the Osteopathic Foundation will speak. 
It is the feeling of our group that these two plans will 
bring to both the practicing physician and the school 
representative a comprehension of their mutual as well 
as their individual needs. It is the hope of the College 
that both will benefit. The ultimate goal of bettering 
both the College and the practitioner is far from com- 
pleted but steady, conscientious, and wholehearted sup- 
port by all will achieve this end. 


During the time we are working toward our goal 

as well as after reaching it, we will be contributing a 
much better, happier, and healthier existence for our 
patients. In this way we will be providing the public 
what is due them from our profession—better health. 
ArtuHur A. Sper, D.O., F.A.C.0.0.G. 


President, American College of Osteopathic 
Obstetricians and Gynecologists 


CONVENTION OF 1955 


With the full support and excellent help of the 
officers and Board of Trustees, we have been complet- 
ing the arrangements and programming for the 1955 
National Convention of the American College of Os- 
teopathic Obstetricians and Gynecologists which will 
climax another year of progress for the College. 


The Convention is being held in Jacksonville, 
Florida, from February 7 to 10, with headquarters at 
the Roosevelt Hotel. The professional program will 
include: (1) Osteopathic College Day as detailed in 
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the president’s message and (2) Affiliated Society Day, 
at which the speakers will relate other specialties to 
obstetrics and gynecology. These presentations are in 
keeping with an experimental trend in the College to 
seek changes in programming consistent with the de- 
sire of members to be kept apprised of professional 
progress. 

An outstanding program event will be a symposium 
conducted by Drs. J. S. Denslow and Homer Sprague: 
“Osteopathic Technic for the Obstetric Patient.” Al- 
most without exception at nation-wide osteopathic 
meetings, the most popular sections are those con- 
cerned with the field of manipulative therapy, indicat- 
ing widespread interest in a distinctively osteopathic 
phase of practice. 

Round-table conferences, which have proved so 
popular in the past, will again be conducted at the 
close of each day’s program. 

On the lighter side, events not to be forgotten are 
the Fellowship Luncheon, Annual Fun Night, and the 
Obstetricians’ Handicap at the Dog Races. The Aux- 
iliary has scheduled a tour through a naval air base 
and trips to Marineland and other scenic areas. 

The social highlight of the convention will be the 
formal banquet, at which the presentations of honorary 
degrees and of certificates to the newly elected and 
newly elevated members and the installation of officers 
for the ensuing year will take place. 

Jerry O. Carr, D.O. 
First Vice President 


C, Bruckner, D.O. 
Second Vice President 


THE NATIONAL OSTEOPATHIC OBSTETRICAL 
COMMITTEE 


The statistician is perhaps the least dramatic of 
individuals. His duty is most often concerned with 
the accomplishments of others, but his is frequently the 
last word on their accomplishments. From question- 
naires, frequently poorly answered, he compiles and 
presents in orderly fashion a series of facts and figures. 

For several years the National Osteopathic Ob- 
stetrical Committee of the American College of Osteo- 
pathic Obstetricians and Gynecologists has undertaken 
the compilation of statistics with marked vigor and 
significant results. The reports are highlighted by the 
cooperation of a greater number of hospitals, a yearly 
increase in the number of deliveries, and a noted de- 
crease in over-all maternal mortality. The last report, 
compiled by Charles C. Dieudonne, chairman, Victor 
G. Bruel, Ben Gittleman, and Malvin R. Sipple, was 
presented in February, 1954. It would be well if these 
yearly reports were each made the subject of a staff 
meeting at all osteopathic hospitals in order to make 
better known and more widely appreciated the profes- 
sion’s status in the field of obstetrics. 

To this year’s Committee as well as the committees 
of the past are extended many thanks for an almost 
thankless task. 

Lester D.O, 


FROM THE OFFICE OF THE 
SECRETARY-TREASURER 

The American College of Osteopathic Obstetri- 
cians and Gynecologists had its beginning in 1934, 
when ten osteopathic physicians active in the practice 
of obstetrics met during the American Osteopathic 
Association Convention in Wichita, Kansas, and found- 
ed the American College of Osteopathic Obstetricians. 

The first president was Dr. Margaret Jones of 
Kansas City, Missouri, who is still an active and en- 
thusiastic Fellow of the College. 

In 1944 a charter was granted by the State of 
Missouri. In 1948 the name was changed to include 
gynecologists, and in 1949 the name officially became 
“American College of Osteopathic Obstetricians and 
Gynecologists.” 

The object of the organization is to study all 
phases of the practice of obstetrics and gynecology, 
stressing osteopathic principles as applied thereto. 

The College motto is “Intelligent . assistance 
through proper understanding,” which expresses the 
realization of members that by presentation and dis- 
cussion knowledge, ideas, and technics will be given 
an opportunity to flourish or die as their merit decrees. 
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The membership is steadily growing as interest in 
the specialty increases. Today, there are nearly 150 
active members, and over twenty applications will be 
processed this year. 


The twenty-second annual cenvention will be held 
in Jacksonville, Florida, February 7-10, 1955. Prior to 
1949, conventions were held during the annual Ameri- 
can Osteopathic Association Conventions. All A.O.A. 
members are invited to attend the February conclave. 
The program as outlined at this time promises to be 
one of the finest we have been able to arrange. All 
of the osteopathic colleges will be participants as well 
as several state affiliated societies. 


As Secretary of the College of Osteopathic Ob- 
stetricians and Gynecologists, I would like to urge 
every Doctor of Osteopathy who is active in the prac- 
tice of obstetrics and/or gynecology to become affiliat- 
ed with the group and attend its meetings. Information 
gleaned from the program or during the hours of in- 
formal discussion may mean salvaging a life that 
might otherwise be lost. 


H. K. Morcan, D.O. 


Secretary-Treasurer 


The Management of Breech Presentation 
A Two-Year Study from the 


Department of Obstetrics and Gynecology 
Detroit Osteopathic Hospital 


JAMES G. MATTHEWS, D.O., F.A.C.0.0.G. 
MILTON K. MILLER, D.O. 
ASTRID A. DELITZSCH, D.O. 


Among the many controversies which exist in the 
management of breech presentation, there is one point 
of universal agreement. It has been said repeatedly by 
obstetric authorities and investigators that breech 
presentation is a problem that tests the skill of the ex- 
pert to the utmost and, even in his hands, is a greater 
threat to the life of the fetus than is cephalic presenta- 
tion. This statement has been verified by almost all 
reports which have compared fetal mortality in breech 
with that of cephalic presentation. 

Figures for gross fetal mortality have varied from 
5.3 to 28.1 per cent in a comparative study as shown by 
Gibson.? Corrected mortality has varied from 0.66 per 
cent in a personal series as reported by Gustafson’ to 
Gibson’s reported 12.2 per cent. Gibson, Pomerance 
and Daichman,’ Wilcox,‘ and many others have also 
noted increased maternal morbidity and mortality due 
to the complications of breech delivery. 

This study of the management of breech presenta- 
tion at Detroit Osteopathic Hospital was made in order 
to determine whether acceptable goals in fetal salvage 
were being met. It involves a statistical analysis of 287 
cases of primary breech presentation, occurring in 
8,473 consecutive deliveries from January 1, 1952, to 
December 31, 1953, representing an incidence of 3.4 
per cent. Included in this series are patients pregnant 
5 months or more entering the obstetrical division of 
Detroit Osteopathic Hospital which serves approxi- 
mately 200 staff physicians practicing in the Metropoli- 


Detroit 


tan Detroit area. Because breech presentation is felt to 
be a complication of pregnancy beyond the scope of the 
general practitioner, cases comprising this study, with 
but few exceptions, were managed by the senior ob- 
stetrical staff and/or trained resident obstetricians. 


TABLE I—INCIDENCE, AGE, PARITY, AND DISTRIBUTION ; 


Number Incidence 


Total births—Jan. 1, 1952, to Jan. 1, 1954 _...W..... 8,473 

Total breech presentations 287 3.4% 
Patients under 30 214 746 % 
Patients over 30 73 25.4 % 
Primigravida : 96 33.5 % 
Multipara 191 66.5 % 
Total breech presentations over 2,500 gm. ............ 207 24% 
Total vaginal deliveries over 2,500 gm. ...............-.- 191 2.25% 


Anesthesia in all cases was administered by trained 
physician-anesthesiologist whose close cooperation 
with the obstetric staff has contributed to improved pa- 
tient care not only in breech presentations, but in all 
types of obstetric complications. 


In 1943, in an effort to reduce the fetal mortality 
associated with breech delivery, a study of methods was 
made by the senior author of this paper. At that time, 
deep ether anesthesia was used in the majority of cases, 
and it resulted in the delivery of a high percentage of 
anesthetized infants. Attempts to establish respiration 
in these babies often failed because of the combined 
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effects of deep surgical anesthesia and the trauma asso- 
ciated with the delivery. 

As noted by Snyder® in his summary of the effects 
of anesthetic agents on the fetus, “The peculiar sensi- 
tivity of the fetal respiratory system to depression by 
anesthetics makes anesthesia an important factor in the 
pathogenesis of respiratory failure at birth.” Accord- 
ingly, pudendal block anesthesia was utilized wherever 
possible to set the stage for final attempts at extraction, 
either partial or total, under as brief inhalation of anes- 
thesia as possible. This procedure lessened fetal anes- 
thetization and resulted in improved salvage from the 
anesthetic standpoint, and the adoption of Potter’s 
methods of delivery® lowered it to an even greater 
extent. 

In 1945, the administration of caudal analgesia, 
following Hingson and Edwards” technic, was first 
utilized. The marked contrast between the ease of 
breech delivery under caudal analgesia and the frequent 
difficulties encountered during general anesthesia was 
readily noted. At about this time too Nicodemus,* re- 
porting on continuous caudal analgesia in obstetrics, 
stated that he would like to call attention to the ease with 
which breech deliveries were accomplished with caudal 
analgesia as compared with other types of anesthesia. 
Subsequently, saddle block and lumbar peridural anes- 
thesia were also used effectively in our institution. The 
advantages of regional block anesthesia are now well 
known. Of particular value is the fact that oxygen can 
be administered to the mother in a high concentration 
during delivery, thus promoting fetal oxygenation dur- 
ing the few minutes of increased fetal danger due to 
cord compression. Continuous anesthesia also makes it 
possible to execute immediate maneuvers to manage 
such emergency complications as prolapsed cord or to 
make Duhrssen’s incisions in the incompletely dilated 
cervix in rapid spontaneous deliveries of small infants 
whose heads are larger than the body. Continuous 
anesthesia ordinarily makes possible complete control 
of the delivery by the obstetrician. It might also be said 
that the regional block anesthesia has considerably 
altered the entire management of the parturient patient 
in the hospitals equipped to use it. 

Types of presentation were divided into three ac- 
cepted classes in this series, namely: (1) frank breech, 
(2) complete breech, and (3) incomplete breech. 

Classification of methods of delivery followed that 
adopted by the International Congress of Obstetrics 
and Gynecology and is as follows: 

1. Spontaneous breech delivery—the entire infant 
is expelled by natural forces, without traction or ma- 
nipulation other than the support of the infant. 

2. Partial breech extraction—the infant is extrud- 
ed as far as the umbilicus by natural forces, but the 
rest of the body is extracted by the physician. 

3. Total extraction—the entire body of the baby 
is extracted by the physician. 


TABLE II—ANESTHESIA 


Number Incidence 


Total breech presentations ...... 287 
Totai—Conduction 231 80.4% 
Caudal 115 498% 
Lumbar peridural (epidural) 32 13.8% 
Spinal 13 5.6% 
Inhalation 30 12.5% 
Local infiltration and inhalation 6 21% 
None 10 3.5% 
1.4% 


Not recorded 4 
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As is noted in the above table, conduction anesthe- 
sia was used in 231 cases for an incidence of 80.4 per 
cent. There were 36 cases of inhalation anesthesia 
which were used primarliy when rapid progress or 
descent occurred, chiefly in the premature group of 
from 5 to 7 months’ gestation. If these cases were ex- 
cluded, the incidence of conduction anesthesia would 
be elevated to approximately 90 per cent. Conduction 
anesthesia was administered to an estimated 83 per cent 
of all cases in the department of obstetrics in the last 2 
years. This high incidence is possible because of com- 
plete 24-hour coverage by physician-anesthesiologists. 
Most of these physicians devote the majority of their 
time to obstetric anesthesia, and, therefore, their efforts 
have been attended with a rather high degree of suc- 
cess, 


When it is determined by rectal or vaginal exami- 
nation or by x-ray that the patient has a breech presen- 
tation, the following plan of management is generally 
followed: The patient is kept in bed in order to lessen 
risk of prolapsed cord in case of rupture of the mem- 
branes, particularly in incomplete presentation. Seda- 
tion, using Demerol, 100 mg. intramuscularly, or 
Nisentil, 60 mg. subcutaneously, in combination with 
Delvinal sodium, 1% or 3 grains, is given initially; 
Demerol or Nisentil is repeated as necessary. When 
sufficient progress is made to consider starting conduc- 
tion anesthesia, the patient is examined by the resident 
or senior obstetrician and an estimate is made of her 
remaining labor time. As a rule, caudal or epidural 
anesthesia is preferred, although for a few months dur- 
ing the 2-year period under study the anesthesiology 
department was understaffed, and saddle block anes- 
thesia was given because of its shorter duration and 
ease of administration. 


An attempt is always made to evaluate each case. 
If there are no contraindications, caudal or epidural 
anesthesia, utilizing the catheter technic, is instituted 
when 4 fingers’ dilatation, and +-1 station are reached 
in the primigravida and 2% to 3 fingers’ dilatation and 
0 to —I1 station in the multipara. Saddle block anes- 
thesia is given at complete dilatation and +1 station 
in primigravidas and at 4-fingers’ dilatation and 0 sta- 
tion in multiparas. There may be no contraindication, 
however, to starting the conduction sooner. In an 
earlier series of “planned painless parturition’® cases 
done by one of us,’® five breech presentations were in- 
cluded for induction under caudal analgesia, and there 
was no increase in length of labor over that of cephalic 
presentation. Dilute infusions of Pitocin, 1:4,000, in 5 
per cent glucose in water, which may be useful in stim- 
ulating desultory labors in breech as well as in cephalic 
presentations, were administered in 12 cases in this 
study. 


Since the bearing down reflex is lost in patients 
under conduction anesthesia, the time for the delivery 
is decided upon by the resident or by the senior ob- 
stetrician. The primigravida with a frank breech 
presentation is prepared for delivery after dilatation of 
the cervix is complete and the breech reaches a +1 
station. In multiparas, complete dilatation at O station 
indicates time for delivery preparation. In incomplete 
breech presentation, the patient is taken to the delivery 
room when complete dilatation is reached and the pre- 
senting part is at the introitus. Cases of frank breech 
presentation are prepared earlier because of the need 
for total extraction, and, whenever possible, the breech 
is not permitted to descend to the perineum. 
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After the patient is properly draped and prepared, 
the bladder is catheterized, position and dilatation are 
dete rmined, and, following Potter’s® suggestion, the 
perineum is gently ironed out to the point where the 
entire hand or even fist is admitted. In frank breech, 
fetal position is determined, and the cervix is palpated 
to assure its complete retraction as well as dilatation. 
If the cervix is found to be tight, gentle stretching may 
be done by inserting the hand between the breech and 
the cervix. Extending the fingers and rimming the 
inner surface of the cervix will achieve the desired 
result, 

Potter’s technig for breech deliveries is followed 
with minor variations. In left sacral presentations the 
left hand is used for the extraction and in right sacral 
presentations the right hand is used. When decomposi- 
tion of the feet is necessary and the uterus is found io 
relax well between contractions, the hand is introduced 


into the vagina. The membranes are ruptured, if this - 


has not occurred previously, and the breech is gently 
pushed upward out of the pelvis, the hand following 
upward along the anterior leg. Decomposition is ac- 
complished by the use of Pinard’s maneuver which 
must be done with a great deal of caution under con- 
duction anesthesia. The hand is swept upward until 
the popliteal space is reached, the knee is flexed and 
abducted, and the foot gently and slowly swept across 
the infant’s abdomen. If uterine contraction occurs 
during this procedure, extraction efforts are halted un- 
til the contraction is finished. The foot is slowly 
brought down, and, whenever feasible, a like maneuver 
is accomplished for the posterior leg. At the same time, 
the uterus may be explored for the position of the 
hands, and, if found extended above the head, they may 
be brought down to prevent the possibility of nuchal 
arms complicating the delivery. Both feet are grasped 
at the ankles, the infant is delivered by slight upward 
traction to a point where the buttocks are resting in 
the hollow of the sacrum, and episiotomy is done. If 
it is done earlier, unnecessary blood loss may occur 
during the extraction procedure; if it is delayed until 
later, it may. increase the difficulty of the extraction. 
Left mediolateral episiotomy is usually done and is 
generous. The feet are then grasped again, and rotation 
and downward traction are started in the direction op- 
posite to that in which the fetus lay originally, that is, 
rotation is to the left if the sacrum was originally on 
the right and vice versa. 


Traction is continued at the ankles, and is distrib- 
uted through the knee and hip joints. Pressure at the 
pelvis, as it is described in other technics, is avoided. 
Rotation is continued so that the shoulder which was 
originally posterior rotates anteriorly, and when the 
scapula becomes visible, the arm is gently delivered 
by sweeping it across the infant’s chest, splinting the 
humerus with the finger. Hooking is avoided. The 
infant is then rotated in the opposite direction, and the 
shoulder which was originally anterior is delivered in 
the same manner. Mauriceau-Smellie-Veit or Wigand 
maneuvers are then utilized so that the head may be 
brought into the anteroposterior diameter of the pelvis. 
The assistant places suprapubic pressure gently but 
firmly against the infant’s sinciput in order to keep 
the head in flexion. If there is any delay in the descent 
with gentle pressure, Piper forceps, which are kept 
ready on the table, are applied and the extraction is 
completed. 


If it is not possible to bring both feet down, trac- 
tion on the anterior leg will suffice and the posterior 
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leg is delivered as soon as the knee can be flexed and 
abducted. Traction is then continued on both feet as 
previously outlined. In the case of frank breech which 
delivers spontaneously, episiotomy is done when the 
breech reaches the perineum. Gentle pressure on the 
fundus is sometimes used under conduction anesthesia 
as is very gentle traction on the groin. The latter is 
avoided, however, in most instances. The breech is 
allowed to deliver to the umbilicus, the legs are then 
delivered as described and the extraction completed. It 
should be emphasized at this point that slowness in 
the delivery is essential, that all maneuvers should be 
done smoothly and purposefully, and that hurried ef- 
forts in any phase of the procedure should be avoided. 

The success of this method depends as much on 
maintaining the screw mechanism of delivery as on any 
other one factor. It is difficult to see how a breech 
can be delivered by tugging and pulling with no efforts 
at controlled rotation. In spontaneous deliveries, movies 
have been taken and studied and have substantiated the 
principle of the screw mechanism. Just as the shoulder 
mechanism occurs in cephalic presentation with rota- 
tion, so it occurs in the breech except that the polarity 
is, of course, reversed. 

Fracture of the humerus, clavicle, or femur is rare 
following this technic and occurred in only 3 cases in 
this series. 


TABL E III—TYPES OF DELIVERY 


22 76 % 5 15 2 
Partial extraction .................. 29 10.1 % 19 10 0 
Total extraction ~................. 219 76.3 %o 191 26 2 
Cesarean 16 5.6 % 15 1 0 
Craniotomy (Hydrocephalic) 1 35% 1 0 0 
Totals 287 231 52 4 


It will be seen from the above table that there are 
219 cases of total extraction, comprising 76.3 per cent 
of all deliveries. Of these, 191 or 87.2 per cent were 
performed under conduction anesthesia. The percentage 
of conduction drops to a low 10.1 per cent in partial 
extraction and 7.6 per cent in spontaneous deliveries. 
Exact tabulation of the types of presentation was not 
obtained from the chart but it approximates Green- 
hill’s'’ findings at Chicago Lying-in Hospital, reporting 
frank breech in 85 per cent of term babies and 70 per 
cent of babies under 1,500 grams. 

Breech extraction under conduction anesthesia 
without the benefit of deep ether relaxation of the 
uterus presents a problem. 

Eastman’? comments on the occurrence of rupture 
of the uterus resulting from attempts to break up a 
breech and to pull the legs down under spinal anesthe- 
sia. That these accidents can occur is recognized by 
the obstetrical staff and actually did happen twice in 
our series, in emergency situations managed by resi- 
dents. 

These were the only two cases of rupture of the 
uterus which occurred during breech extractions in a 
12 year period. It is unfortunate that they occurred 
during this series, but since Detroit Osteopathic Hos- 
pital is a teaching institution it is realized that occa- 
sionally accidents of this nature may happen even 
under good supervisory control. 

The first occurred in a gravida XII, para X dia- 
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betic who had been under observation for 2 months 
with a known dead fetus. Previous conservative at- 
tempts at induction had failed. 

After preparation for delivery, the problem ap- 
peared to be uncomplicated, and an intern was per- 
mitted to decompose the feet. Uterine rupture occurred 
and was immediately recognized. The patient made an 
uneventful recovery following hysterectomy. 

The second case occurred when a Bandl’s ring 
constriction developed in a gravida I‘’, para II, and 
fetal distress became marked as indicated by a reduc- 
tion in fetal heart tones to less than 60 per minute. 
Ether-cyclopropane inhalation was used in addition to 
epidural anesthesia to increase uterine relaxation. An 
attempt was then made to extract the fetus without 
further depression by deep anesthesia. Rupture oc- 
curred and was immediately repaired. Near loss of the 
patient occurred in this case because of incompatible 
blood given following emergency administration of a 
plasma substitute, which interfered with blood typing 
procedure. 

Several days of anuria followed, but the patient 
was discharged on the twenty-fourth postpartum day 
in good condition. 

It should be emphasized that the use of plasma 
substitutes before blood typing should be avoided when- 
ever possible because of incorrect cross-matching and 
typing which result. 


TABLE IV —CESAREAN SECTION 


Total cesareans—Breech 
Incidence (287 breech presentations) 
Indications 


3 
Arrested labor—Adequate bony pelvis .......... .4 
Pelvic cul-de-sac tumor 1 
Uterine inertia 1 
Total cesareans—All indications—2-year period ~........... 275 


Over-all cesarean incidence (8,473 cases) 


There are 16 cesarean sections in the series, an 
incidence of 5.6 per cent. The indications as listed are 
purely obstetric and are not due to presentation in it- 
self. The most frequent indication was inadequate 
pelvis which occurred in 7 cases. In these the pelvis 
was contracted or one or more of the diameters were 
below normal limits, and the risk of breech delivery 
under these conditions was greater than that of 
cesarean section. It is true that the same measurements 
in cephalic presentation would be an indication for a 
test of labor with possible vaginal delivery. The -fact 
that this cannot be permitted in breech presentation ac- 
counts for the increased frequency of this indication in 
our series. 

The 4 cases of arrested labor due to dystocia oc- 
curred in frank breech presentation, and after periods 
of adequate labor without further progress in dilatation 
or descent, cesarean was elected. Torpin’s'® observa- 
tions are of interest in this regard as he discussed 
persistence of anterior sacrum as a cause of dystocia. 
This seems rational in the light of the delivery technic 
described for bringing the feet down so that the infant 
sits in the hollow of the maternal sacrum. 

There were no deaths among the 16 infants de- 
livered by cesarean section. This might be considered 
as an indication of its increased use in breech delivery, 
but because of the low fetal mortality reported in this 
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entire series, it is not felt generally by the obstetric 
department that the incidence should increase. In the 
2-year period under study there were 275 cesarean 
sections for all indications, an incidence of 3.2 per 
cent, at Detroit Osteopathic Hospital. 


“TABLE V—PROLAPSED CORD 


Infants under 1,000 gm 
Infants over 1,000 gm 


4 (All expired) 
8 (All lived) 


12 
3 


( -orrected fetal mortality .. 


What is thought to be a rather remarkable finding 
in this series, even though the number is not large, is 
indicated in Table V. There was a total of 12 cases 
of prolapsed cord complicating breech presentation. In 
4 of these, the infants were under 1,000 grams and 
expired. In the remaining 8, 5 living infants were de- 
livered vaginally and 3 by cesarean section. The inci- 
dence of prolapse in this series was 4.2 per cent, with 
a corrected fetal mortality of zero. This speaks well 
for the alertness of the resident and nursing staff in 
the management of this often fatal fetal complication. 


TABL E \ VI 1—FET AL MORTAL ITY 


Number Inhalation C ‘onduction No 

Anesthesia Anesthesia Anesthesia 

Still New- Still. New- Still. New- Still. 

born born born born born born born born 
Under 1,000 gm. 23 4 13 4 8 0 2 0 
1,000 to 2499 gm. 2 7 0 3 2 3 0 1 
Over 2,500 gm. 4* 2 0 0 4 2 0 0 
Totals 29 13 13 7 14 5 2 1 


*One ‘congenital anomaly ‘incompatible with life. 


‘VI “MORTALITY ITY 


Number Incidence 


Gross neonatal mortality Seaichistubendiadecstopedipistatehansaedasaen 29 10.6 % 
Corrected neonatal mortality 3 11% 
Gross stillborn mortality eoieabaen 13 44 % 
Corrected stillborn mortality — 0. 0 0 
Gross combined mortality 42 14.6 % 
Corrected combined mortality 3 1.04% 
Total breech of infants over 

Neonatal deaths of infants over 2,5 2,500 em. 3 1.4 % 
Neonatal deaths 3 1.57% 

There was a total of 29 neonatal deaths in the 


series, 23 of infants under 1,000 grams, 2 of infants 
in the 1,000- to 2,499-gram classification, and 4 of in- 
fants weighing 2,500 grams or more. The gross neo- 
natal mortality based upon 273 cases gives an incidence 
of 10.6 per cent. Of the 4 deaths of infants over 2,500 
grams, one was caused by hyaline membrane disease, 
leaving 3 neonatal deaths in 273 cases, resulting in a 
corrected neonatal mortality of 1.1 per cent. 

There was a total of 13 stillborn infants, a gross 
stillborn mortality of 4.4 per cent and a corrected 
stillborn mortality of zero. All stillbirths were due to 
prematurity, immaturity, congenital anomalies, and 
fetal or maternal circumstances incompatible with life. 
The combined gross mortality therefore is 14.6 per 
cent and the combined corrected mortality 1.04 per 
cent. There was a total of 207 cases of full-term 
breech presentation. Calculating the neonatal full-term 
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mortality rate based on this figure, the incidence is 1.4 
per cent. Subtracting 16 cesarean sections from this 
total, we derive a figure on 191 vaginal deliveries of 
full-term infants and a mortality rate of 1.57 per cent. 


Orth, in a survey of breech mortality for the 
year 1949 at Detroit Osteopathic Hospital, reported a 
corrected fetal mortality of 1.68 per cent in a series of 
116 cases. His corrected figures were based on infants 
weighing less than 1,365 grams. A compilation of full- 
term breech presentations in his series reveals a fetal 
mortality of zero in 88 cases. Combining the two 
figures, 207 in the present series and 88 in the 1949 
series, we have a total of 295 cases with a mortality 
of 1.05 per cent. There were 96 primigravidas in the 
present series and in Orth’s series there were 41, mak- 
ing a total of 137 primigravidas delivered over a period 
of 3 years without fetal loss. 

In this present group the 3 accountable deaths oc- 
curred in infants of multiparas. Redman'® comments 
that the seriousness of breech presentation is compara- 
ble in multigravidas and primigravidas. Incidence of 
neonatal mortality for multiparas in our present series 
is 1.57 per cent. In an effort to determine the cause of 
this variance in fetal loss between multiparas and 
primigravidas, it is reasoned that the complication re- 
sulting in mortality in one case could have been an 
incompletely dilated or a tight cervix with cord compres- 
sion. This occurred under conduction anesthesia, but 
it is difficult to see how it would be less likely under 
any other type. The following explanation would seem 
plausible. The cervix is elastic and as complete dilata- 
tion is nearly reached, the soft frank breech or the in- 
complete breech can be forced through the cervix by 
strong uterine contractions, and because of the lack of 
resistant musculature distal to the cervix, the breech 
descends to the perineum. This does not occur in the 
primigravida because of the resistance of the vaginal 
musculature. Therefore, the likelihood of the frank 
breech descending to the perineum through an incom- 
pletely dilated cervix which would not permit free 
passage of the head is increased in multiparas and is a 
complication to be seriously considered in conduct of 
delivery. We reiterate that particular attention must be 
paid to the degree of cervical dilatation and retraction. 
The proper degree should be accomplished before at- 
tempts at delivery are started, regardless of the type 
of breech. 

Of the primigravidas, 68 were subjected to Snow 
x-ray pelvimetry. The remaining patients did not have 
the benefit of x-ray because of premature deliveries or 
because of lack of time after admission to the hospital. 
In such cases, clinical evaluation of the lower pelvis by 
manual mensuration was always made. All multiparas 
were x-rayed for possible cephalopelvic disproportion 
whenever previous history did not include a record of 
an uncomplicated delivery of a normal sized infant. 

Figures showing the incidence of external cephalic 
version are not included in this study. This procedure 
has been reported by several investigators as having 
reduced the number of primary breech presentations at 
term. This fact, however, is questioned by Eastman.’* 
Since external cephalic version is a procedure which 
should be carried out only by the expert obstetrician, it 
is not encouraged for use by the general practitioner 
in this institution. No general policy in regard to this 
procedure has been determined by the Department of 
Obstetrics. It is done by some senior staff members 
whenever it can be accomplished without pain or dis- 
comfort to the patient. 
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TABLE VIII—CAUSES OF FETAL DEATH 


Prematurity and immaturity 
Prematurity and immaturity, intracranial hemorrhage 
Extensive placental infarction 
Prolapse of umbilical cord and prematurity 
Internal hydrocephalus 
Severe maternal diabetes 
Congenital heart defects 
Abruptio placentae, prolapsed cord 
Abruptio placentae, circumvallate 
Hyaline membrane disease 
Atelectasis, prematurity, and immaturity 
Atelectasis, due to cord compression, anoxia 
Anencephaly 
Craniorachischisis, diaphragmatic hernia 


Total 


Number Incidence 


Gross fetal mortality in primigravidas (96 cases)..12 12.5 % 
Corrected fetal mortality in primigravidas ............ 0 0 

Gross fetal mortality in multiparas (191 cases)....30 15.6 % 
Corrected fetal mortality in multiparas 1.57% 


Autopsies 25* 59.5 % 


*Infants not autopsied were under 1,500 gm. or had recognizable 
cause of death, except in 3 cases. 


It will be seen in the above table that the leading 
causes of death were prematurity and immaturity. 
There were autopsies in 25 out of 42 cases, an inci- 
dence of 59.5 per cent. With the exception of 3 cases, 
infants not autopsied were generally under 1,500 grams, 
were macerated, or had recognizable causes of death. 
Whenever there was stillbirth or neonatal death, the 
placenta was examined in the pathology laboratory. 
Therefore, the causes of death are highly accurate. The 
low incidence of intracranial hemorrhage is felt to be 
noteworthy in this group since ordinarily it is one of 
the leading causes of death in breech presentation. 


A synopsis of the 3 cases in which death occurred 
in infants weighing more than 2,500 grams is given in 
the above table. Respiration could not be established 
by intratracheal oxygen or other efforts. Fetal distress, 
noted through a slowing of fetal heart to below 75 beats 
per minute, occurred in the second stage of labor. This 
stage was not prolonged. In fact, the distress was noted 
soon after cervical dilatation became complete in all 
cases. All 3 infants had benefit of autopsy, and the 
findings were essentially the same in each, including 
atelectasis and other changes characteristic in intra- 
uterine anoxia, such as petecheal hemorrhage through- 
out the thymus, lungs, heart, and brain. 


In the second case some difficulty was experienced 
in bringing down the feet; it is possible that a more 
experienced obstetrician would have been successful 
had one been immediately available. There was no 
delay or difficulty encountered in the extraction of the 
other two infants. Since the two mothers had pre- 
viously delivered infants larger than those included in 
this study, cephalopelvic disproportion was not con- 
sidered to be likely; therefore, x-ray pelvimetry was 
not done. 


Cases 2 and 3 were admitted with a history of 
rupture of the fetal membranes of 9 and 2 days’ dura- 
tion, respectively. Infection was not evident nor did it 
develop. There was evidence of a mild toxemia in case 3 
which may have been a factor in fetal distress. There 
was no untoward maternal hypotension resulting from 
high anesthesia levels or drug sensitivity. 
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TABLE IX—NEONATAL DEATHS 


Weight Type of 
Case Anesthesia of Infant Delivery Complication Autopsy Findings 
1. Early mem- Caudal 8 lb. 14 oz. Total extraction Fetal distress in second Atelectasis due to aspiration of 
brane rupture 
G. V, P. IV 


Frank breech 


Saddle 8 Ib. 1 oz. Total extraction 


Frank breech 


2. Early mem- 


brane rupture 
G. III, P. Il 


. Early mem- Epidural 7 Ib. 1 oz. Total extraction 
brane rupture Ether Frank breech 
G. IV, P. II and 

N:O, O: 


to anesthesia 


complete dilatation? 


Bandyl’s ring constriction 
Fetal distress, severe 


stage amniotic fluid, cerebral anoxia 
due to possible cord compres- 


sion—lived 29 minutes 


Cerebral anoxia 
Atelectasis 
Lived 1 hour 


Fetal distress evident prior 


Difficulty in extraction— 


Atelectasis and cerebral anoxia 
due to constriction ring dystocia 
—heart stopped a few moments 
after delivery 


It is difficult to make application to all breeches of 
the data derived from these few mortalities, but several 
factors which contributed to fetal loss in these presen- 
tations should be mentioned ; they are: 


1. Premature rupture of membranes which in- 
creases the possibility of occult cord compression due 
to greater loss of amniotic fluid, the effects of which 
are seen most often in the second stage of labor. 


2. Incomplete dilatation of the cervix or, perhaps 
more aptly, the tight cervix which traps the head in a 
cuff, delaying or obstructing delivery. This is more 
likely to occur in the multiparous patient because of 
lessened resistance of the vaginal musculature. 


3. Deep ether or other inhalation anesthetics which 
tend to depress the infant already subjected to an in- 
creased degree of anoxemia. 

There was no maternal mortality in this series, 
nor was there a maternal death involving a breech 
presentation in a recent 12-year mortality survey of 
33,970 cases in our institution. Incidence of maternal 
morbidity was not tabulated. However, in the light of 
our other observations in connection with breech de- 
livery, it is difficult to see how morbidity could be 
increased to any appreciable degree. 


COMMENT 


Conduction anesthesia has assumed an important 
place in the management of the parturient patient in 
our hospital. There have been no serious or permanent 
maternal sequelae in over 16,000 regional block anes- 
thesias administered in an 8-year period. 

All fetal deaths are reviewed by the Infant and 
Maternal Mortality Committee of the Department of 
Obstetrics. Only in rare instances has a complication 
of regional block, particularly hypotension, been a fac- 
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Uterodynamics and Physiologic Forces of Labor 


HOMER F. MATZ, D.O. 


In this paper I will discuss the uterodynamics and 
physiologic forces of labor and will attempt to correlate 
various concepts pertinent to assisting normal labor 
and improving known mechanisms. Of course, the 
prime consideration is to assist the parturient by insti- 
tuting procedures which will not only ease her pain 
but also make the event of as short duration as possible 
without introducing nonphysiologic agents which would 
result in harm to her or her newborn offspring. 

It will be necessary to cover briefly the anatomy, 
physiology, and pharmacology of the human gravid 
uterus in order to clarify this subject. 

ANATOMY OF THE UTERUS 


Anatomically the uterus is an organ whose prime 
purpose is to provide a place for implantation and ac- 
commodation of a growing conceptus for the duration 
of gestation and then to deliver at term an organism 
capable of separate and individual existence. All func- 
tions of the uterus are subjugated to this prime pur- 
pose and are closely interwoven fluctuations. The 
uterus is primarily a muscular functional organ, and 
the substance of the organ exhibits features of muscu- 
lar construction of special design. The muscular layers 
of the uterus are uniquely interwoven. The fibers of 
the outer layer are longitudinal. They originate in the 
muscular layers of the fallopian tubes and insert into 
the fibrous tissues of the cervix. The interwoven mus- 
cular fibers of the inner heavy layer vary according to 
their location. The fibers are circular in the lowermost 
portion of the uterus and obliquely spiraled over the 
fundus. These inner-layer fibers form attachments to 
the fallopian tubes and the round, ovarian and utero- 
sacral ligaments. The predominance of muscular fibers 
in the upper uterine segment is evident and provides 
logical mechanisms for the contractility of parturition. 


PHYSIOLOGY OF THE UTERUS 


Contractility patterns of the gravid uterus are now 
becoming more thoroughly understood, and extensive 
studies of muscular activity of the uterus at term and 
during labor have been made. Normal contractions of 
labor appear to begin in or near the junction of the 
fallopian tube and the upper uterine segment, proceed- 
ing rhythmically over the entire length of the uterus. 
I personally liken this spread of activity to that of the 
conductive mechanism of the myocardium in which the 
wave begins in the sinoauricular node, is conducted 
over the myocardium to the atrioventricular node, then 
over the Purkinje network to the ventricular muscular 
fibers, and finally flows over the ventricles. There is 
no demonstrable conductive mechanism in the uterine 
musculature ; however, the wave pattern spreads grad- 
ually over the muscular system, owing in part to 
changes in the intracellular enzymatic balances. 

The extensive work on the physiology of the 
uterine musculature in pregnancy and labor done by 
Ivy' gives us much to consider in conducting the labor 
of the expectant mother. A summary of his studies 
points out several pertinent facts: 

1. From the standpoint of comparative embry- 
ology, physiology, anatomy, and histology the gravid or 
nongravid uterus is divided into three parts: the corpus 


Ash Grove, Mo. 


uteri or upper segment, the isthmus uteri or lower seg- 
ment, and the cervix. 

2. Uterine muscles have the same properties as 
smooth muscles in general: contraction, relaxation, ad- 
justment in length without change in tension, and co- 
ordination of the above specified properties. 

3. Metrostasis is a condition in which the length 
of a muscle fiber is relatively fixed and at this length it 
either contracts or relaxes. Two terms are used to 
designate these properties ; “brachystasis” is a relative 
decrease in the length of the fibers to the point at which 
they resist stretch but will still contract and relax with- 
out any change in tension, and “mecystasis’” is a rela- 
tive increase in the length of the muscle fibers to the 
point where they resist stretch but still contract and 
relax without any change in tension. 


UTERINE PHARMACOLOGY 


Pharmacologically the contracting uterus presents 
a biochemical enzymatic activity in which the complex 
of two protein substances, actin and myosin, forms a 
protein compound, actomyosin. Actomyosin is a very 
potent protein substance associated with pronounced 
muscle contractility. At term, the fundus of the uterus 
contains double the measurable quantity of actomyosin 
and the lower segment half the quantity of the non- 
gravid uterus.* The property of contractility of acto- 
myosin is dependent upon the presence of an optimum 
concentration of the electrolytic salts of potassium and 
magnesium and the presence of another protein cata- 
lytic substance, adenosine triphosphate. When speak- 
ing of uterine muscular activity, not only the contractile 
phase but also the compensatory relaxation phase must 
be considered. An oxidation enzyme, adenosine tri- 
phosphatase, is utilized in the biochemical reaction to 
neutralize adenosine triphosphate, thus producing a 
state of muscle cell relaxation. In this state of relaxa- 
tion the muscle is refreshed and ready to respond im- 
mediately to contractile stimulation. 


UTERODYNAMICS 


According to Ivy,' uterine wave contractions ap- 
parently originate in the vicinity of the tubal myo- 
metrium. They continue in enlarging concentric con- 
traction waves which meet in the midline and produce 
longitudinal shortening of the uterus. Their greatest 
activity is in the anterior fundus. Peristaltic circular 
contractions begin shortly thereafter and probably keep 
the fetus in the longitudinal position by preventing 
lateral expansion of the uterus. These waves are 
brachystatic and thus permit gradual descent of the 
fetus without causing damage by increase of intra- 
uterine tension. At the same time mecystatic adjust- 
ment allows relaxation of the fibers of the lower uterine 
segment and cervix while they maintain their increased 
length without again changing tension. This dual mus- 
cular coordination explains physiologically why the 
cervix dilates gradually and uniformly. This action of 
uterine forces actually results in pulling the cervix 
upward and open as the muscle fibers of the fundus 
shorten and the fundic myometrium thickens. 

Reynolds? sums up uterine contractions as follows: 
Contractility in the fundus with respect to the rest of 
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the uterus during the period of cervical dilatation is 
one of the most striking evidences of fundal domi- 
nance. Three factors contribute to this. One is the 
biochemical differentiation which exists with respect to 
the actomyosin contractile system. The reason for this 
and when and under what conditions it takes place 
are not known at present. The second factor is that 
there is more muscle in cross section in the fundus than 
in the lower segment of the uterus. This is dependent 
upon the distention growth response during the first 
half of pregnancy. The third factor is related to the 
fact that, depending upon its morphologic and physi- 
ologic state, when a tissue is stretched, it to a degree 
resists stretching. If it did not resist, even slightly, the 
organ would act like a liquid. This tension against 
stretching which the tissue exerts, other things being 
equal, is a function of the radius of curvature. The 
ratio at term of the radius of curvature of the fundus 
to the radius of curvature of the cervix and its adjacent 
structures is 7 to 4, or approximately 2 to 1, meaning 
that the actual resistance to further expansion is great- 
est in the fundus and least in the cervix at the time of 
labor. 

The clinical observation of all of these mentioned 
properties of the uterus has been noted by all who 
attend a patient in pregnancy and labor. Metrostatic 
adjustment begins about the twentieth week of preg- 
nancy and continues until labor starts.* Actually the 
growth of muscle fibers ceases at about the twentieth 
week, and mecystasis, becoming predominant, allows 
enlargement of the uterine cavity to accommodate the 
growing fetus without affecting intrauterine tension. 

At term the thickness of the fundic wall is double 
that of the lower uterine segment. In the fundus uteri 
brachystasis is predominant but gradually diminishes 
through the lower uterine segment and finally disap- 
pears in the cervix. Mecystasis in exact reverse pro- 
portion predominates in the cervix, disappearing grad- 
ually through the lower uterine segment. Normal 
metrostatic balance assures normal labor. When labor 
is progressing normally, intrauterine pressure is equal- 
ized in all directions by means of the action of inter- 
woven muscular fibers upon and against the intra- 
uterine contents. During this period there is an 
alternating activity of contraction and_ relaxation. 
Metrostatic balance is the factor which permits this 
constant maintenance of normal uterine activity. 

Palpation of the cervix at term will reveal the 
proportionate amount of mecystasis as evidenced by 
softening, effacement, and dilatation. Brachystatic ad- 
justment of the fundus will be in direct proportion to 
the mecystatic adjustment of the lower uterine seg- 
ment and cervix, providing metrostatic balance is 
normal.* 


UTERINE PHYSIOLOGIC FORCES 


Many investigators have studied and recorded 
actual measurements of the forces occurring during 
labor. At term the uterus can develop a working force 
of about 3.4 pounds per square inch.? The force neces- 
sary to rupture the membranes averages 1.2 pounds 
per square inch. The force necessary to expel the baby 
through the average pelvis is believed to approximate 
95 pounds. The uterus can exert upon the fetus about 
54 pounds of working force. By means of simple 
arithmetic it is evident that there is a deficit force 
averaging 41 pounds that must be supplied by the ac- 
tion of the abdominal musculature or by the forceps of 
the attending obstetrician. The conclusion must be 
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that the uterus can develop the power to rupture the 
membranes and dilate the cervix, but not to expel the 
baby completely from the birth passages. As a matter 
of interest, it should be noted that the amount of force 
necessary to rupture a normal uterus averages 21 
pounds per square inch, or about six times the amount 
of force that the uterus can develop. In a great many 
respects nature has provided the careless obstetrician 
with a fortunate safety factor. A study of the soft 
tissues of the perineum indicates that the amount of 
force resistance of the levator ani muscle averages 30 
pounds. Again arithmetically, it can be deduced that 
the resistance force of the soft tissues of the birth 
passages will approximate 11 pounds. Is it hard to 
visualize the total effect of pressure forces upon the 
passenger traveling through the pelvis in the process . 
of parturition? A pressure force of about 95 pounds 
and a resistance force averaging 41 pounds must of a 
certainty subject the fetus to a compression of 54 
pounds, 

If for no other reason than to relieve the baby 
from these compression forces, obstetricians can advo- 
cate routine episiotomy, regional anesthesia in order to 
obtain maximum relaxation of the pelvic tissues, and 
proficient use of obstetric forceps. 

The figures cited represent mean averages, and of 
course there are innumerable combinations thereof that 
leave great room for discussion and doubt concerning 
accuracy. Every obstetrician can recall cases in which 
deficit forces or imbalance of forces has altered the 
clinical progress of the parturient patient. 


OSTEOPATHIC APPROACH TO PROBLEMS OF 


UTERODYNAMICS 


Osteopathically, we have a great deal to offer the 
pregnant mother. This is evidenced by the research 
done within our profession and by the observations 
that have been recorded by the teachers who have pre- 
ceded us in clinical practices. Inevitably it must be 
realized that the general use of osteopathic manipula- 
tive therapy will aid in metrostatic adjustment of 
uterine structures by improving blood circulation and 
normalizing viscerosomatic nerve supply to the pelvic 
structures. For instance, the sacral plexus lies imme- 
diately in front of the body of the fifth lumbar and first 
two sacral vertebral segments. It is closely connected 
with the pudendal plexus and through the pudendal 
plexus with the great hypogastric plexus of the sympa- 
thetic system. It can readily be rationalized that the 
nerve ramifications of this network can influence all 
the pelvic viscera. Abnormal position of the sacroiliac 
articulation will cause disturbances in the ligamentous 
structures and muscular elements surrounding that 
articulation and, in turn, cause a reflex disturbance 
in the adjacent nerve structures. In sacroiliac subluxa- 
tion there is a tightening of the piriformis muscle. 
Passing directly through this muscle is the lateral sacral 
artery. A disturbance of blood supply through this 
lateral sacral artery, which furnishes nutrition to the 
nerve cells of the origin of the entire sacral plexus, 
will inevitably result in perversion of physiology. The 
teachings of earlier osteopathic obstetricians empha- 
sized these facts from an empiric standpoint, but in 
recent years they have been substantiated by the work 
of Burns, Chandler, and Rice* on experimental ani- 
mals. Disorders of metabolism in the walls of the 
uterus, the endometrium, and the adnexa caused by os- 
teopathic lesions will produce uterine touscular atony, 
subinvolution, and, occasionally, abortion. 
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Osteopathic manipulative therapy to other seg- 
mental areas will aid materially in improving the gen- 
eral well-being of the pregnant patient and result in 
favorable influences upon the organs of gestation. 
Beneficial effects of osteopathic manipulative care can 
be expected in all cases; however, the most satisfying 
responses are noticeable primarily in those patients 
exhibiting clinical deviations from the normal course 
of pregnancy. 

There are many rational and therapeutic physi- 
ologic approaches to the problems of uterodynamics 
during labor that should be utilized at times by the 
astute obstetrician. 


PHARMACOLOGIC AIDS 


Pharmacologically there are many useful adjuncts 
which afford the alert obstetrician opportunities to as- 
sist favorably the forces of labor. It is difficult to 
approach this subject with any degree of order. I will 
mention first the effects of hormones on the uterine 
musculature because these are normally occurring 
physiologic substances that play a great part in preg- 
nancy and labor. 

Ovarian Hormones.— 

Basically the ovarian hormones must be considered 
as in physiologic balance and antagonistic to each other 
in myometrial biochemistry. Actually, progesterone is 
in greater concentration during the first 20 weeks of 
pregnancy, and estrogen is in greater balance during 
the last 20 weeks of pregnancy. 

Estrogen affects the concentration of actomyosin 
in the myometrium by inhibiting the labile catalytic 
enzyme, adenosine triphosphate. When estrogen de- 
creases, a corresponding decrease in concentration of 
actomyosin is also noted. When the estrogen level is 
restored, there is a resultant increase in actomyosin 
concentration. Therefore, it must be assumed that one 
estrogenic function is that of augmenting uterine con- 
tractile power. 

Estrogen also influences the rate of uterine growth 
during pregnancy, and it can be stated that the estrogen 
will limit the. capacity of the uterus to accommodate 
the product of conception.? In human pregnancy, de- 
pending upon parity, labor contractions ensue when a 
given uterine length to uterine width ratio is ap- 
proached. These estrogenic effects are anticipated 
whether the source is ovarian or placental. 

Progesterone can be considered adverse to estro- 
gen in all respects relating to these biochemical ac- 
tivities. 

It can be assumed that the essential function of the 
ovarian hormones during pregnancy is to provide 
proper uterine growth response and accommodation of 
the conceptus and to balance the biochemical myo- 
metrial substances for the instigation of normal labor. 

Pituitary Hormones.— 

Pituitary oxytocic substance does not appear nor- 
mally except late in the first stage of labor. Its ap- 
pearance must be due to reflex nerve stimulation, since 
cauterization of the stalk of the body of the pituitary 
gland in the experimental animal prohibits the appear- 
ance of this substance.’ 

Physiologists have been able to demonstrate an 
unidentified strong oxytocic in the urine and circulating 
bloodstream during cervical dilatation. This substance 
disappears quickly after expulsion of the placenta. 
Evidence indicates that the unidentified substance is 
posterior pituitary hormone. 

Clinicians who have investigated the physiology 
of uterine contraction patterns by tokodynagraphy have 
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been able to describe the oxytocic effect of many phar- 
macologic agents. One of the earliest substances studied 
was posterior pituitary substance,® and there is now 
overwhelming evidence that this chemical has been 
greatly misused with resultant ill effects upon many 
mothers and babies. 

The pertinent facts are that following large intra- 
muscular injections of posterior pituitary substance, the 
dominant activity of uterine contractions frequently 
shifts from the fundus to the miduterine segment, 
thereby upsetting the physiologic contraction pattern. 
Multiple fractional doses will establish a normal pat- 
tern after the third or fourth injection. 

Clinically the intelligent administration of pos- 
terior pituitary substance can be well utilized to insti- 
tute favorable labor contractions. This substance 
should be used sparingly, and I would like to recom- 
mend that it be carefully administered intramuscularly 
in 1- or 2-minim doses, measured in a tuberculin 
syringe, at 20-minute intervals or given slowly by in- 
travenous infusion containing 8 minims of substance 
in 1,000 cc. of solution. I prefer to use Pitocin, be- 
cause it seems to be entirely free of pressor action. 

Ergot and Its Derivatives—vVery briefly, I wish 
to mention the ergot derivatives since they are so 
widely used in clinical obstetrics. The ergots have a 
twofold action of extreme vasoconstriction and marked 
oxytocic action. The alkaloids of ergot, however, are 
prepared in isolated forms, and if used, ergonovine or 
the counterpart synthetic substance, Methergine, both 
of which have very little vasoconstrictive action, 
should be selected. The danger in using nonisolated 
alkaloids is in producing profound vasoconstriction 
with resultant ischemia and gangrene. 

Quinine and Calcium.— 

Quinine is another oxytocic chemical that was 
once greatly used and then discarded; it should be 
mentioned because of recent favorable reports from 
clinically controlled studies. 

A report by Stewart* renews the interest of many 
clinicians in the use of quinine in combination with 
calcium. In 1939 Johnson® found that the stimulating 
effect of calcium on uterine motility could be greatly 
enhanced by the addition of quinine. Stewart suggests 
that the first stage of labor cannot proceed in a normal 
manner unless the uterus has acquired a metrostatic 
mechanism. He states that the extrinsic nerves and the 
uterovaginal ganglion are not necessary for the initia- 
tion or progress of labor, because they can be destroyed 
without interfering with the onset and progress of 
labor. His observation is that calcium is necessary for 
tone and motility, and calcium preparations have been 
used to assist in ripening the uterus and overcoming 
inertia. 

Stewart*® arrived at the following conclusions 
after clinical study of 1,281 cases in which he used a 
quinine-calcium combination (Calgluquine). 

1. Careful study of the cervix by palpation will demon- 
strate whether or not metrostasis is fully developed. This sys- 
tem may be used for differentiating false from true labor. 

2. Fully developed metrostatic adjustment is always pres- 
ent in a ripened uterus. Metrostasis is essentially impossible 
in the absence of calcium. 

3. Uterine inertia can be overcome by the use of Calglu- 
quine. 

4. Calcium increases the response of the uterus to oxy- 
tocics. 

Calgluquine is an ampule solution containing in 
each cc. 0.06 gram of quinine gluconate (equivalent to 
0.037 gram of anhydrous quinine base and 0.009 gram 
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of calcium ion). As can be quickly calculated, we are 
administering only 23% to 5 grains of quinine per 
average dose. 

According to Goodman and Gilman,’ like the 
heart, the uterus is dependent upon an optimal con- 
centration of calcium ions for normal muscular activity. 
It has been convincingly demonstrated in postpartum 
experimental subjects that uterine activity was de- 
pressed when the concentration of ionized calcium in 
the blood was diminished. Furthermore, the organ be- 
came insensitive to oxytocics. Also, the calcium ion 
was shown to potentiate the effects of oxytocic drugs. 
It has been suggested that, in those rare instances in 
which the postpartum uterus is insensitive to oxytocics, 
the insensitivity may be the result of a relative defi- 
ciency of ionized calcium. The possibility is also point- 
ed out that administration of alkalizing salts to reduce 
the concentration of ionized calcium may be of thera- 
peutic value in diminishing excessive irritability of the 
uterus in threatened abortion or in relieving uterine 
tetany. 

The action of quinine on the uterus was first 
observed by Monteverdi in 1872. The uterus is stimu- 
lated by moderate doses of the alkaloid and depressed 
by large amounts. This occurs whether the uterus is 
excised or in situ. The effects on the nongravid uterus 
are slight, but as pregnancy proceeds the oxytocic ac- 
tion of quinine becomes more noticeable. Clinically, 
quinine is not particularly effective until labor has 
actually begun. Quinine cannot be considered a potent 
or indispensable uterine stimulant and its action is un- 
reliable, although it has been used with other adjuvants 
to initiate labor. 

The oxytocic action of quinine and related alka- 
loids is not well understood. Uterine spasm is not 
produced as it is with ergot or Pituitrin, and the drug 
appears only to intensify the periodic, but weak, labor 
pains. Abortion may be caused by toxic amounts of 
quinine, but there is doubt that this is always due to a 
direct uterine action of the drug. In addition, quinine 
passes into the fetal circulation where it can produce 
poisoning. 

For the past 18 months, we at the Ozark Osteo- 
pathic Hospital have been using Calgluquine with what 
are considered good results. We have not used it ex- 
tensively to initiate labor, but mostly to enhance and 
improve normal labor patterns. We noticed, as did 
Goodman and Gilman, that there is no tetany, and that 
labor contractions are intensified and respond in a 
physiologic manner. The primiparous labor assumes 
the characteristics of a multiparous labor, and the mul- 
tiparous labor is greatly facilitated, as evidenced by 
shorter labor time. There seems to be no adverse 
effect on the baby, and maternal blood loss is definitely 
decreased. Some credit for improving normal labor 
and reducing blood loss must be given to the use of 
regional anesthesia. We feel that this calcium-quinine 
combination could be well utilized in treatment of 
postpartum inertia and hemorrhage. 

Magnesium and Potassium.— 

Ionized mineral salts influence myometrial bio- 
chemistry very profoundly. Calcium has already been 
mentioned, and I shall now discuss magnesium and 
potassium. 

I have been unable to find many references to the 
effects of ionized potassium salts upon uterine contrac- 
tion. Potassium is a basic unit in the quintad of the 
contractile system (adenosine triphosphatase, adenosine 
triphosphate, actomyosin, magnesium, and potassium). 
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Biochemically, potassium opposes calcium, and there 
may be a suggestion of pharmacologic action in this 
fundamental knowledge. Abarbanel* has made a very 
intensive survey of magnesium ion activity, and fol- 
lowing are some of his findings. 


The magnesium ion has been graphically demonstrated to 
exert an immediate spasmolysant effect upon the tetanically 
contracting human gravid uterus . . . the magnesium ion may, 
in adequate concentration, exert a relaxing effect upon the 
uterus. The action appears to be a direct one upon the myo- 
metrium since it takes place both in vivo and in vitro... 
magnesium in small concentrations not only does not abolish 
rhythmic intermittent uterine contractions but actually seems 
to enhance them. After the first stage of labor had become 
definitely established in a group of primipara, magnesium ion 
was administered. No observable effect was noted upon the 
pattern of uterine motility. Several patients noted that the 
amount of pain with each contraction was reduced. In some, 
the relief was so marked that repetition of the same dose of 
magnesium ion at two- to three-hour intervals was all the 
analgesia needed. In others, the synergistic action of the mag- 
nesium ion with morphine or barbiturates was clearly manifest, 
necessitating much smaller doses of these drugs. 

This therapy can be used in relieving oxytocic- 
induced uterine tetany, in relaxation of Bandl’s ring, in 
relaxation of the tetanically contracted uterus in abrup- 
tio placentae, for relief of afterpains, and gyneco- 
logically to alleviate essential spasmodic dysmenorrhea. 
Abarbanel* suggests the use in obstetric practice of a 
50 per cent solution of magnesium sulfate, 2 cc. intra- 
venously injected slowly 3 to 5 minutes after an oxy- 
tocic has been administered, or 10 cc. of a 20 per cent 
magnesium gluconate solution. In relief of dysmenor- 
rhea and premenstrual tension magnesium gluconate 
tablets can be administered orally. 

Epinephrine.— 

Epinephrine in pure form always inhibits uterine 
contraction, and this action must be considered when 
epinephrine or norepinephrine is administered during 
labor. Epinephrine can be used clinically to relax 
Bandl’s contraction ring.® I personally feel that the 
presence of epinephrine in the blood stream of the dis- 
traught patient can be an inhibiting factor to efficient 
labor. Is it unreasonable to assume that the onset of 
labor will in some patients produce that adrenergic 
stimulation seen during fright, pain, and emotional 
tension in instances other than ensuing labor? I believe 
that this factor alone explains why many patients de- 
liver with great rapidity after receiving sedatives or 
comforting reassurance of normalcy from their physi- 
cian or from an experienced obstetric nurse. There is 
also here a good physiologic basis for the effectiveness 
of conditioning psychotherapy as practiced in England 
by Grantley Dick Read.*° Clinically, epinephrine can 
be used subcutaneously or intravenously to best ad- 
vantage in small doses of 0.3 to 0.5 cc., tuberculin 
syringe measurements. 


Sedatives and Anesthetics —In closing, I must 
mention the effects of sedatives and anesthetics upon 
uterine activity. This topic can best be presented by 
classifying the frequently used preparations according 
to whether they do or do not depress uterine activity. 
The agents which are profoundly depressive are 
chloroform, ether, and cyclopropane. Those which are 
mildly depressive are vinyl ether, belladonna, bar- 
biturates, and Avertin. Those which have no effect on 
uterine motility are paraldehyde, Demerol, opiates 
(morphine, heroin, codeine, Dilaudid, Pantopon), ethyl- 
ene, nitrous oxide, ethyl chloride, and, of course, the 
regional anesthesias. 
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CONCLUSION 


The possibility of applying these principles to 
many obstetric problems can readily be seen. Clinical 
application can result in improving the average care re- 
ceived by the expectant mother during the prenatal 
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The purpose of this paper is to describe a rela- 
tively new gynecologic procedure known as culdoscopy, 
which is rapidly gaining recognition in medical centers 
as an important diagnostic tool. Eventually it should 
become a part of the armamentarium of every gyne- 
cologist and of all general practitioners who can receive 
special training in this technic. 

The precise and invaluable information obtained 
from a culdoscopic examination in selected cases, in 
addition to the high degree of safety and lack of un- 
toward complications, is prompting an increasing 
number of physicians to become skilled in the technic 
of this procedure. 


HISTORICAL DEVELOPMENT 

For the past 60 years gynecologists have attempted 
in various ways to visualize successfully the normal 
and diseased female pelvis and its viscera without 
resorting to laparotomy. 

The era of internal illumination of body cavities 
began in 1898 when Max Nitze invented a cystoscope 
which permitted illumination of the bladder.’ In the 
early 1900's, the technic for abdominal paracentesis was 
well established, and, in 1901, Kelling demonstrated 
“celioscopy” in dogs preceded by artificial pneumoperi- 
toneum to facilitate puncture and visualization. 

In 1910 Jacobaeus reported on a small series of 
cases in which he introduced a telescopic instrument 
into the peritoneal cavity.’ His term for this procedure 
was “laparoscopy.” Nordentoeft concentrated his atten- 
tion primarily on devising an instrument which would 
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permit visualization of the female pelvis and was the 
first to describe the pelvic viscera as seen telescopically 
with the patient in the Trendelenburg position. Orndoff 
reported a series of more than seventy cases in which 
his procedure using oxygen in place of air was per- 
formed. This he found very useful in diagnosis and 
termed the technic “peritoneoscopy.” 

In 1921 four fatalities were reported from air 
embolism and the procedure lost popularity, although 
the complete safety of carbon dioxide -pneumoperi- 
toneum had been established. Much work transpired in 
the interim, and, in 1934, Ruddock? published the re- 
sults of 500 cases in which peritoneoscopy had been 
performed. This was augmented by a subsequent report 
in 1939 describing 900 cases without a complication in 
the diagnosis of tubal pregnancy and obscure pelvic 
pathology." 

TeLinde,* before the war, attempted unsuccess- 
fully to visualize the pelvic organs through the poste- 
rior vaginal fornix with the patient in the lithotomy 
position. Failure was due to the loops of the bowel in 
the field. 

Decker’ solved the problem of pelvic endoscopy in 
1942 with an instrument which he devised and called 
a culdoscope. By 1943, improvements were evolved 
in the original instrument and in the technic, which 
became known as culdoscopy. In 1944, a preliminary 
report of their experience with this procedure was 
published by Decker and Cherry.* 

This report gave impetus to numerous investi- 
gators to renew their interest in this method. The 
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literature soon contained records of enthusiastic Wi, ~ 

culdoscopists and continues to do so. 
The main factor in Decker’s success was placing ams — 


the patient in the knee-chest position. In this position 
the shifting of the intestines and elevation of the 
diaphragm produces a negative pressure of 30 to 55 
cm. of water in the pelvis (with a corresponding posi- 
tive intra-abdominal pressure at the diaphragm). When 
the cul-de-sac is penetrated by a trocar, from 600 to 
1,200 cc. of air will be aspirated into the peritoneal 
cavity to neutralize the negative intra-abdominal pres- 
sure. This will tend to displace the loops of the bowel 
upward and provide a free field for unobstructed 
visualization. In actual practice, carbon dioxide is sub- 
stituted for air because of its complete lack of potential 
to produce air emboli and its more rapid absorption. 

Proof of the distinct advantage of placing the 
patient in the knee-chest position is noted, for example, 
in TeLinde and Rutledge’s® report of 56 cases in which 
culdoscopy was successfully employed, excepting two 
with cul-de-sac masses. This was in contrast to pre- 
vious unsuccessful attempts with patients in the 
lithotomy position. 

EQUIPMENT 


The instruments used, as designed by Decker, 
consist of the culdoscope, which is similar to a cysto- 
scope embodying a right angle lens system, a cannula, 
and a trocar which fits into the cannula. A valve in the 
cannula permits instillation of carbon dioxide gas into 
the peritoneal cavity after the puncture is made. 


Carbon dioxide is delivered from a calibrated valve 
of my own design, from a rubber -bag into which a 
known amount of the gas is placed, or from some 
commercially available measuring device such as the 
Kidde-Decker carbon dioxide apparatus. The impor- 
tant point is to be able to control the exact amount 
delivered into the peritoneum. 


Illumination of the culdoscope is provided by a 
standard low voltage battery box. 


Two Sims’ specula of different sizes are required, 
as well as two cervical tenacula, a 5-cc. Luer-Lok con- 
trol syringe, a 22-gauge, angled, hemorrhoidal type 
needle, two long Allis forceps, and a uterine dressing 
forceps. 

PROCEDURE 

The patient is placed in the knee-chest position on 
a table designed for this purpose. Any standard oper- 
ating table may be used, but I prefer a special knee- 
chest support of my own design (Fig. 1). The 
advantages of this support are its portability and, 
primarily, the fact that it converts any ordinary exam- 
ining table into a suitable firm support, making it pos- 
sible to maintain a patient in the knee-chest position for 
considerable periods. I have found that use of this 
support has made culdoscopic examinations entirely 
feasible in the office. The patient is always quite com- 
fortable and well supported without the use of awk- 
ward straps, iliac slings, and pelvic girdles. Only one 
assistant is required. As already emphasized, the knee- 
chest position is essential to successful culdoscopic 
examination. 

ANESTHESIA 


Various analgesic and anesthetic agents have been 
employed by workers in this field. Saddle block anes- 
thesia using 25 to 50 mg. of 2 per cent Procaine has 
been used by Decker and his associates.* Shanaphy and 
Ziemba’ discarded caudal anesthesia as being too time 
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consuming in favor of low spinal anesthesia. In their 
series of fifty-five cases, 50 to 75 mg. of Metycaine 
were used as the anesthetic agent. The anesthesia level 
should, according to these authors, reach midway 
between the xiphoid process and the umbilicus in order 
to provide adequate relaxation of the abdominal and 
rectus muscles and relieve all pain. The small dose does 
not interfere with the patient’s cooperation in main- 
taining the knee-chest position and allows the effect to 
wear off rapidly. 

Dangerous elevation of the anesthesia level may 
be obviated by using isobaric solutions and keeping the 
patient supine for 15 to 20 minutes after administration 
of the subarachnoid injection, thus allowing the drug 
to “fix” up to a certain level before the knee-chest 
position is assumed by the patient. Apprehension is 
precluded by adequate premedication such as morphine 
and scopolamine or a barbiturate 45 minutes pre- 
operatively. 

General anesthesia, using Pentothal sodium intra- 
venously, has been employed by some and I have per- 
sonally observed its successful use on many occasions. 


- This method, however, has numerous and dangerous 


disadvantages, such as the difficulty of maintaining an 
adequate airway, tendency toward laryngospasm, and 
uncooperativeness of the patient. It is mentioned here 
only to condemn it as a routine procedure. 


It goes without saying that spinal and saddle block 
anesthesia should be reserved for hospitalized cases 
where equipment and personnel obviate disastrous com- 
plications. As premedication for the usual office culdos- 
copy, a barbiturate such as Nembutal or Seconal, 1% 
to 3 grains about 2 hours preoperatively, and 75 to 
100 mg. of Demerol intramuscularly 30 minutes prior 
to examination are very satisfactory. An alternate 
method is to give 50 mg. of Demerol combined 
with 50 mg. of Dramamine intravenously just before 
positioning the patient. I have found this of value in 
combating transient, but not infrequent, nausea that 
may occur. 


Local anesthesia is by far the anesthetic of choice. 
With proper premedication the emotional factors of 
anxiety and apprehension are allayed and the patient 
is almost always completely cooperative. Furthermore, 
the dangers attendant upon other types of anesthesia 
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are eliminated, thus making the procedure entirely safe 
for office use. 
TECHNIC 


I have modified the original technic suggested by 
Decker by performing the majority of culdoscopies in 
the office and utilizing the specially constructed support 
for this purpose (Fig. 2). Furthermore, the vulva 
is not shaved, nor are sterile gloves or gown worn. An 
attempt is made to simplify the procedure as much as 
possible. 


It should be mentioned here that all patients are 
previously informed of the nature of the examination, 
why the knee-chest position is necessary, and what 
degree of discomfort may be expected. By properly 
conditioning the patient beforehand, much emotional 
distress, embarrassment, and fear are eliminated and 
better cooperation may be expected. 


The patient is instructed to take an acid douche 
the night before and a cleansing enema and douche the 
morning of the examination. Premedication is admin- 
istered when she arrives at the office ; and, at the proper 
time thereafter, she is placed in the knee-chest position 
after her bladder has been emptied. 

Because of the knee-chest support, the need for 
more than one assistant is eliminated. 

The vulva, perineum, buttocks, thighs, and anterior 
abdominal wall are painted with Zephiran chloride and 
covered with sterile drapes. A Sims’ speculum of 
proper size is inserted into the vagina which has been 
thoroughly prepared with Zephiran and dried with 
sterile sponges. The posterior lip of the cervix is 
engaged by a tenaculum and pulled down and out. 
Simultaneously, the nurse raises the handle of the 
Sims’ speculum, producing a dome-shaped posterior 
vaginal fornix on tension. There is a separation of 
approximately 3 to 5 cm. between the rectum and the 
cervix which minimizes the danger of perforation of 
the rectum if the apex of the dome is selected for the 
puncture site. At this point, 3 to 5 cc. of 2 per cent 
Procaine are infiltrated into the vaginal mucosa and 
into the areolar tissue in the rectovaginal septum. 


A quick but controlled thrust will usually readily 
perforate the vaginal mucosa, endopelvic fascia, and 
peritoneum simultaneously. This is accomplished with 
the trocar ensheathed by the cannula and thrust in the 
plane of the sacrum along the long axis of the uterus 
and between the uterosacral ligaments. The sudden 
inrush of air into the peritoneum indicates a successful 
puncture, although there are cases where this may be 
absent. The trocar is then withdrawn, leaving the can- 
nula in place, and the sterile culdoscope is inserted. If 
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visualization of tubal patency is contemplated, a self- 
retaining, airtight, cervical cannula is later placed in 
the cervical canal. 

Having ascertained successful entry, about 500 cc. 
of carbon dioxide gas are introduced. Pneumoperi- 
toneum with air is avoided as much as possible. 

A panoramic view of the entire pelvis is visible. 
The examination is systematically made of both 
adnexa, the anterior and posterior aspects of the uterus, 
the cul-de-sac; and the ovarian, infundibulopelvic, 
broad, and round ligaments. Occasionally the utero- 
sacral ligaments and appendix are observed. Upon 
completion of the examination the culdoscope is with- 
drawn, the knee-chest support removed and pressure 
made on the abdominal wall. This causes some escape 
of the gas. The patient is then placed in the prone 
position with a pillow under her abdomen. The cannula 
has been left in place and, through this, most of the 
intra-abdominal gas and air will escape. The cannula 
is then removed and a sterile sponge placed in the 
vagina. Procaine penicillin, 600,000 units, is admin- 
istered prophylactically in all cases. 


The patient may leave the office as soon as she 
desires. She is advised to abstain from douching and 
sexual relations for 2 weeks. Empirin with codeine is 
usually all that is required for any discomfort occa- 
sioned by diaphragmatic and shoulder pain due to any 
residual gas. 

INDICATIONS 

1. In general, culdoscopy is indicated in cases in 
which an accurate differential diagnosis cannot be made 
by the usual methods; for instance, in differentiating 
between a benign uterine fibroid and a possibly malig- 
nant ovarian tumor. 


2. Culdoscopy is of greatest importance in surgical 
emergencies such as ectopic pregnancy which may be 
confused with ovarian cysts. TeLinde and Rutledge® 
point out that ectopic pregnancy is more often mis- 
diagnosed than any other pelvic disturbance; and, as a 
consequence, many needless laparotomies are per- 
formed. In the series of ninety-six cases reported by 
Teton,® the history and pelvic findings were so sug- 
gestive of ectopic pregnancy that an absolute diagnosis 
had to be made. In only ten of these ninety-six patients 
was the diagnosis of ectopic gestation substantiated by 
culdoscopy. Many of these patients were thus spared a 
major operation. 

3. This procedure is invaluable in the study of 
sterility. The presence or absence of tubal patency 
can be carefully observed under direct vision. More- 
over, the exact site of tubal obstruction can be deter- 
mined much more accurately by the use of indigo 
carmine or methylene blue than is possible by the usual 
hysterosalpingography. Evidence of ovulation or its 
absence may be noted. 

4. Endometriosis, which is a monumental prob- 
lem in itself, is very often undiagnosed for years, 
until the increasing severity of the symptoms finally 
gives the physician a clue to the existing condition. 
The majority of these cases are first diagnosed at 
surgery. Culdoscopy offers to these patients the oppor- 
tunity for a much earlier establishment of therapy 
while conservative surgery is still possible. 

In a series of fifty consecutive cases of unex- 
plained sterility, Abarbanel® found subclinical endo- 
metriosis present in 42 per cent upon culdoscopic 
survey. 


5. In various menstrual irregularities that do not 
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respond to treatment, culdoscopy often discloses the 
etiologic basis. 

DIAGNOSTIC POSSIBILITIES 


In the peritoneum, culdoscopy will show the pres- 
ence of endometriosis, tuberculosis, free blood, fluid, 
or adhesions. 

Subserous fibroids, endometriosis, adhesions to 
adjacent viscera, and abnormal position, shape, and 
size of the uterus can be seen at culdoscopic exami- 
nation. 

In the ovaries, the presence or absence of ovula- 
tory changes, endometriosis, and lutein, follicular, or 
hemorrhagic cysts may be noted. Malignant neoplasms 
can be differentiated from uterine fibroids. The large 
pale polycystic ovaries of the Stein-Leventhal syndrome 
may be observed. 

Pathologic conditions of the tubes which are evi- 
dent at culdoscopy include acute or chronic salpingitis, 
pyosalpinx, tubo-ovarian abscesses, adhesions, club- 
bing, tortuosities, obstructions, stenosis, endometriosis, 
and ectopic pregnancy. 

This is but a brief outline of the more frequent 
diagnoses which may be established by office culdoscopy 
without resorting to laparotomy. 

Finally, it is of importance to bear in mind that 
no definitive pelvic disease can be found in many 
patients who continue to complain bitterly of pain. In 
this group, culdoscopy may enable one to justify a diag- 
nosis of psychoneurosis or, conversely, eliminates this 
diagnosis if examination reveals organic disease. 


CONTRAINDICATIONS 


The principal contraindications to culdoscopy are: 

1. An obviously massed pelvis, a fixed mass in 
the cul-de-sac, or an incarcerated retroverted uterus. 

2. Acute vaginal infections and acute pelvic in- 
flammatory disease. 

3. Heart disease with decompensation or any 
debilitated state that would preclude placing the patient 
in the knee-chest position. 

4. Intact hymen or senile changes of vagina. 

5. Previous surgical procedures, such as posterior 
plication of the uterosacral ligaments and obliteration 
of the cul-de-sac. This accounted for one failure of 
entry in the series of culdoscopic examinations which I 
have performed. 


1. Decker, A.: Culdoscopy. W. B. Saunders Co., Philadelphia, 1952. 

2. Ruddock, J. C.: Peritoneoscopy. West J. Surg. 42:392-405, July 
1934. 

3. TeLinde, R. W.: Foreword to Culdoscopy, by A. Decker, op. 
cit., ref. 1. 

4. Decker, A., and Cherry, T. H.: Culdoscopy; new method in di- 
agnosis of pelvic disease—preliminary report. Am. J. Surg. 64:40-44, 
April 1944. 

5. TeLinde, R. W., and Rutledge, F.: Culdoscopy, useful gyneco- 
logical procedure. Am. J. Obst & Gynec. 55:102-116, Jan. 1948. 


Beacham, D. W., and Beacham, W. D.: 
leans M. & S. J. 103:283-288, Jan. 1951. 

Decker, A.: Culdoscopic observations on tubo-ovarian mechanism 
of ovum reception. Fertil. & Steril. 2:253-259, May-June 1951. 

Decker, A: Mechanical treatment of tubal occlusion by culdoscopy 
and insufflation. Fertil. & Steril. 2:487-497, Nov.-Dec. 1951. 


Culdocentesis. New Or- 


Decker, A.: Pelvic culdoscopy, in Progress in gynecology, edited by 
J. V. Meigs and S. H. Sturgis. 
pp. 95-105. 

Dunn, R. B., and Schweizer, D. C.: Culdoscope in private practice. 
North Carolina M. J. 10:556-559, Oct. 1949. 

Hellman, L. M.: Use of polyethylene in human tubal plastic opera- 
tions. Fertil. & Steril. 2:498-504, Nov.-Dec. 1951. 


Grune & Stratton, New York, 1946, 


CULDOSCOPY IN GYNECOLOGY—SHNEIDMAN 


REFERENCES 


ADDITIONAL REFERENCES 


(17) 
143 


POSTCULDOSCOPIC COMPLICATIONS 


Complications are fortunately quite rare. There is 
a very low incidence of hemorrhage, shock, peritonitis, 
or untoward reactions reported in the literature. Al- 
though injury to the viscera would seem to be highly 
possible, this rarely occurs because of the extreme mo- 
bility of the small bowel. Penetration of the rectum 
is also a very infrequent occurrence, although sooner or 
later the culdoscopist may find himself confronted by 
this complication. Should it occur, through some error 
in technic or because of pelvic pathology, there is 
rarely any cause for alarm since the perforation is al- 
most always extraperitoneal. Complete and uneventful 
recovery has invariably resulted in the few cases I 
have known and in the one instance that occurred in 
my own patient. 

Pneumoperitoneum may become quite distressing 
to the patient if insufficient air and carbon dioxide are 
expressed following examination. This discomfort will 
usually persist for one to several days and may be re- 
lieved by analgesics, heat, and the prone position. Very 
occasionally a more severe pneumoperitoneum will re- 
sult in generalized emphysema, but this is rare and 
consequently need not be feared. 


SUMMARY 


A brief history of culdoscopy as developed by 
Decker has been presented; the apparatus and _ its 
technic in actual practice have been discussed. Various 
forms and methods of anesthesia and analgesia have 
been mentioned. The development of a knee-chest sup- 
port which makes this an easily accomplished office 
procedure has been described. Indications, contra- 
indications, possible complications, and the value of 
culdoscopy in differential diagnosis have been enu- 
merated. 

CONCLUSION 

Culdoscopy, if performed by a competent physi- 
cian able to differentiate grossly between normal and 
pathologic tissue in the female pelvis and evaluate the 
findings, is a safe and immensely valuable procedure. 

Culdoscopy may be as safely performed in the 
office as in the hospital except in certain emergencies 
or when an immediate laparotomy is anticipated. 

The incidence of unnecessary surgery eventuating 
from gynecologic misdiagnosis can be markedly de- 
creased by preoperative culdoscopic examination, 


5016 Whittier Blvd. 


6. Decker, A., Decker, W., and Milowsky, J.: Anesthetic technic for 
culdoscopic examination; preliminary report. Am. J. Obst. & Gynec. 
59:455-457, Feb. 1950. 

7. Shanaphy, J. F., and Ziemba, J. F.: Culdoscopy with spinal 
anesthesia. J. Internat. Coll. Surgeons 14:527-531, Nov. 1950. 

8. Teton, J. B.: Diagnostic culdoscopy. Am. J. Obst. & Gynec. 
60:665-670, Sept. 1950. 

9. Abarbanel, A. R.: “Unexplained” infertility and culdoscopy: 
observations in fifty consecutive cases. Urol. & Cutan. Rev. 55:339-344, 
June 1951. 


Israel, S. L., and Freed, C. R.: PSP (Speck) test for tubal patency. 
Fertil. & Steril. 1:328-337, July 1950. 

Lee, S. T.: Culdoscopy. California Med. J. 76:294-296, April 1952. 

McGee, W. B., and Fick, J. P.: Culdoscopy in gynecology. Ann. 
West. Med. & Surg. 5:282-284, April 1951. 

Meigs, J. V.: Surgeon surveys sterile pelvis. Fertil. & Steril. 1:101- 
112, March 1950. 

Reich, W. J., Nechtow, M. J., and Kurzon, A. M.: Practical office 
procedures in gynecology. Mississippi Valley Med. J. 73:71-73, May 
1951. 

Sjévall, A.: Experience with culdoscopy. 
scandinav. (supp. 7) 30:288-291, 1950. 


Acta obst. et gynec. 


= 


Journal A.O.A. 
Vol. 54, No. 2 


Female Endocrine Physiology from Puberty 


to the Climacteric 
JULIAN LANSING MINES, D.O., F.A.C.0.0.G. 


Associate Clinical Professor of Obstetrics 
College of Osteopathic Physicians and Surgeons 


INTRODUCTION 


Of all organ systems which make up the integrity 
of living things, none is as fascinating in its physi- 
ologic complexities -as the endocrine chain with its 
synergistic pattern of operations. Scientific experi- 
menters and pseudoscientific cultists alike find the 
study of this system a fertile place for investigations 
and for the setting forth of hypothetical explanations 
concerning the mysteries involved in the normal and 
abnormal interrelationships of the glands of internal 
secretion. Even now some investigators are outlining 
possible modes by which the psyche could affect gland- 
ular physiology by intercommunications involving the 
hypothalamic area. 

The reproductive function is nature’s gift to liv- 
ing organisms, and this inherent power lends to even 
the most insignificant the ability to perform the miracle 
of creating another of its species. It seems not unlikely 
that some ancient civilizations, either because of inborn 
intelligence or as a result of scientific research not 
made available to recorded history, propagated superior 
beings not affected by endocrine distortions commonly 
found in our civilization. 

The correction of abnormal endocrine anatomy 
and physiology today seems illogical because genera- 
tions of improper nutritional practices coupled with 
inherited racial weaknesses have created in many in- 
stances irreversible defects in the structural and po- 
tential functioning levels of the endocrine glands. It 
can only be hoped that, with enlightenment through 
research, future civilizations may be superior to our 
own. Parents may be able to direct the growth to 
maturity of their offspring more intelligently by fol- 
lowing nature’s pattern, unhampered by influences 
which may confuse the purposeful plans for ideal 
physiologic harmony. 

The period of fertility in the human spans the 
years during which the race generally functions at 
optimal physiologic levels. This period begins when a 
being demonstrates rather completely the attributes of 
the adult male or female of the species and terminates, 
generally, before the atherosclerotic decline has reached 
clinical proportions. 

PURPOSE 

It is the purpose of this paper to describe, within 
the restrictions of present limited knowledge and un- 
derstanding, the evolutionary changes occurring in the 
anatomy and physiologic behavior of the female endo- 
crine chain from puberty through the climacteric. 
However, it should be borne in mind that the accepted 
normal pattern is not as frequently observed as it 
should be and that, during the childbearing period, 
many abberations may occur which can influence the 
normal rise and decline of this most interesting period 
in the life span of woman. 


TERMINOLOGY 
Confusion exists concerning the terms “puberty,” 
“menarche,” “menopause,” and “climacteric.” The 


following may be considered acceptable definitions of 
these terms: 
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Puberty is the period at which the child matures 
and becomes capable of child-bearing. 

Menarche is the onset of the first menstruation. 

Menopause is the cessation of the menses. 

Climacteric is the chain of events resulting from 
ovarian regression or dysfunction. 


PUBERTY 


The first sign of active ovarian function is the 
appearance of the secondary sex characteristics. Evi- 
dence may appear as early as 8 years of age when the 
breast development is first noted and estrogenic sub- 
stances appear in the blood and urine. Most striking, 
however, is the appearance of the first menstrual flow, 
which is usually initiated between the ages of 13% 
and 14% in this country. The conditions at puberty 
which introduce cyclic sexual activity are interactions 
between the ovaries and the pituitary. As adolescence 
approaches, estrogen from partially developed follicles 
first stimulates and then depresses the production of 
follicle-stimulating hormone which originates from 
the anterior lobe of the pituitary gland. A succession 
of several anovulatory menstrual cycles resulting from 
these early ovarian pituitary relationships is common 
during adolescence. Puberty occurs not as a sudden 
event, but rather as a progressive transition. The age 
at which the menses first appear varies in different 
races and in different environments. Climate has al- 
ways seemed to influence menstruation. The colder the 
area, the later the first appearance of the menstrual 
period is the general rule. Personal inherited tenden- 
cies also exercise a marked influence on this phenome- 
non. 

SEXUAL CYCLIC FUNCTION 

The mechanisms involved in the production of the 
menstrual flow are among the most interesting physi- 
ologic patterns observed in human beings. During the 
period of fetal development many invaginations of the 
germinal epithelial cell layer on the ovarian surface 
take place. These ingrowths close over and become im- 
mature follicles which migrate toward the central por- 
tion of the ovary to rest with their fellows until sexual 
cyclic function is inaugurated. When this inauguration 
occurs they mature and migrate toward the surface 
again and rupture, discharging their ova into the 
peritoneal cavity. Many thousands of these follicles, 
with their specialized germ cells or ova, are clumped 
together at the time of puberty. Certainly not all will 
be given the privilege of ovulation, but their great 
numbers are necessary to aid in the migration and 
maturation of the selected few during the 30-odd years 
of productivity. 

When the anterior lobe of the pituitary gland is 
capable of producing sufficient amounts of the gonado- 
tropic substances owing to repeated stimulation, a 
rhythmic pattern is established. Pituitary cells desig- 
nated as chromophobes tend to form granules which 
enable them to become the secreting elements responsi- 
ble for the gonadotropic hormones. When granulated, 
these cells are known as basophiles. Like many other 
endocrine pictures, ovarian secretions produced in the 
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follicle and the corpus luteum behave as antihormones 
and progressively remove the granules from the pitui- 
tary cell, rendering it a poor producer of gonado- 
tropins. When this degranulization is complete, the 
secreting basophile has returned to its nonproductive 
chromophobe state. During the first 2 weeks of the 
menstrual cycle, increasing amounts of follicle-stimu- 
lating hormone are produced by these cells. This 
gonadotropin encourages the growth and migration to 
the ovarian surface of a selected follicle which is 
ushered there by a wedge of stromal elements contain- 
ing follicles which contribute their small amounts of 
follicular substance during their concerted effort, final- 
ly undergoing degenerative changes which over the 
years result in the fibrotic ovary found in the post- 
climacteric period. As the migratory and maturing 
process is in action, there is a rise in the blood estrogen 
level resulting from the increasing amounts of estrogen 
being produced by the chosen follicle and its coworkers. 
At midcycle the pituitary cells predominately secrete 
luteinizing and luteotrophic hormones in an effort to 
maintain a corpus luteum of pregnancy if fertilization 
and nidation take place after ovulation. The mechanism 
of follicle rupture at the end of the first half of the 
cycle could result from the sudden changeover from 
the secretion of follicle-stimulating hormone to luteiniz- 
ing hormone by the basophilic pituitary cell. This switch 
might provide the impetus necessary for ovulation to 
take place. If fertilization of the discharged ovum does 
not take place, the production of gonadotropic sub- 
stances drops off. During this phase the corpus luteum 
has been a better producer of estrogen than the follicles 
were and, in addition, has introduced its own particular 
hormone into the blood stream. This substance is 
known as progesterone. This increase in Ovarian secre- 
tion during the last half of the cycle has helped to 
remove the granules from the pituitary basophile, ac- 
counting for the drop in pituitary gonadotropic contri- 
bution. The disappointed corpus luteum suddenly 
ceases its production just prior to the appearance of 
the menstrual flow. 


If conception takes place after ovulation the estro- 
gen and progesterone output continues, and although 
the production of pituitary gonadotropins has de- 
creased, gonadotropic substance from the chorionic 
elements of the fertilized ovum causes a rather sudden 
rise in the blood gonadotropic level. This concentration 
of gonadotropins in the blood and urine enables labora- 
tory determinations to be employed in the diagnosis of 
human pregnancy. After the blood or urine of preg- 
nant women is injected into immature laboratory ani- 
mals the ovarian reaction is diagnostic. 


While the follicle is maturing and contributing 
increasing amounts of estrogen during the first half 
of the cycle, the estrogen is causing a rapid hyperplasia 
of the exfolliating portion of the endometrium. After 
ovulation takes place, progesterone is added which, in 
turn, causes this lining to become hypersecretory. This 
secretion from the convoluted endometrial glands con- 
sists of glycogen and mucin. The glycogen provides 
primary nourishment for a fertilized ovum, and the 
mucin acts as an adhesive for its attachment prior to 
the imbedding mechanism performed by the tropho- 
blast. 

Within the basilar layer of the endometrium 
springs a dual source of blood supply for the uterine 
lining. From the arcuate branches of the uterine and 
ovarian arteries originate the basal arteriole and the 
spiral arteriole. While the basal arteriole remains more 
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or less static, providing blood elements for the mainte- 
nance of the basal layer, the spiral arteriole is in- 
fluenced by hormonal levels and rapidly spirals its way 
through the developing, exfoliating portion of the 
endometrium, providing it with an excellent source of 
blood supply. Its dependence upon estrogen levels is 
illustrated by the presence of clumped specialized 
muscle cell groups encircling its origin in the basalis. 

This pyramid-like muscle arrangement is known 
as the contraction cone of Daron. When circulating 
levels of estrogen are adequate, these cones continue to 
contract and relax in rhythmic fashion, exerting a 
pumping action on the arterioles. Hormonal control is 
not the only influence exerted upon these cones, as they 
contain both autonomic and cerebral spinal nerve end- 
ings, the effects of which have not been established as 
yet. When blood levels of estrogen are lowered, these 
muscle groupings go into tetanic spasm which causes 
a slowing and ultimate stoppage of blood elements 
coursing through the spiral arteriole. This results in 
necrosis and sloughing of the endometrium supplied by 
the spiral arteriole. As each contraction cone seems to 
have its individual tolerance point, the entire exfolliat- 
ing portion of the endometrium is not affected simul- 
taneously, but gradually and irregularly, accounting for 
the extended period of the menstrual flow. After the 
slough consisting of cellular elements, blood constitu- 
ents, products of tissue autolysis, and secretory sub- 
stances is complete, a new selected follicle makes its 
way toward the ovarian surface and the cycle is 
resumed. 

Intermenstrual bleeding with pain (mittelschmerz), 
or without pain, is not uncommon. At the time of 
ovulation fluid is thrown out into the peritoneal cavity 
from the ruptured follicle, and there is a temporary 
drop in the blood estrogen level prior to an estrogen 
rise resulting from corpus luteum production of this 
substance. Pain may occur as a result of peritoneal 
irritation, and slight vaginal bleeding may be noted 
which is due to the temporary drop in estrogen pro- 
ducing mild withdrawal symptoms. This phenomenon 
should always be borne in mind by the clinician investi- 
gating the cause of intermenstrual bleeding in his pa- 
tient. 

CLIMACTERIC 

When, through fibrosis—the result of the de- 
generation of numerous follicles—all practical paths 
to the ovarian surface have been blocked to maturing 
follicles, the estrogen level reaches an all-time low. A 
retrogression of all secondary sex characteristics, both 
physical and mental, is to be expected. Postclimacteric 
symptomatology is well known, and many treatment 
regimens are in vogue to allay patient complaints dur- 
ing this period. It must be remembered that the cyclic 
reproductive period with its rise and decline is a 
normal physiologic phase, and that clearer understand- 
ing of this pattern by the patient, together with proper 
psychologic guidance by the physician, can be a great 
help in the alleviation of physical symptoms and fears 
of the adult retiring from productivity. 


CONCLUSION 
Although the pathologic and physiologic variations 
have been purposely omitted, and the myriad therapies 
have not been discussed, it is hoped that this type of 
presentation may be a timely aid to a better over-all 
understanding of the physiology associated with female 
cyclic activity. 
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NEW PUBLICATIONS IN LEGAL MEDICINE 


For some time there has been a great need for new or re- 
vised publications in the field of legal medicine, or, as it is 
sometimes called, forensic medicine. Two recently published 
books fill this need. The first is “Legal Medicine—Pathology 
and Toxicology” by Gonzales, Vance, Helpern, and Umberger, 
a second edition of an excellent text. The second is “Legal 
Medicine,” edited by R. B. H. Gradwohl, with collaboration 
from leading authorities in the field of legal medicine, an 
important new contribution to the fields of medicine and law. 
Developments arising from medical and scientific research and 
study have vastly expanded in the past few years the knowl- 
edge, technics, and procedures pertaining to legal medicine. 
Few physicians or lawyers do not now have a frequent need 
for reference to an authoritative text for enlightenment con- 
cerning problems that arise in their practices. The coverage 
of these two new books is so extensive as to ensure all but a 
small minority of physicians or lawyers of finding all the help 
they need. 

Doctors of osteopathy may have need for publications such 
as these not only in their private practices, but even more 
likely in the performance of public offices or duties. Osteo- 
pathic physicians in the various states serve as medical ex- 
aminers, coroners, city and county physicians or health officers, 
consultants to governmental agencies, and in other related or 
similar positions. To physicians serving in such capacities 
either of these texts will furnish an almost unequaled source 
of scientific information and valuable references to more ex- 
tensive discussions of problems or items which the texts them- 
selves do not cover in complete detail. 

Legal medicine texts, in years gone by, were often so 
highly technical or so limited in breadth as to not be of help 
to physicians or lawyers, other than those actually engaged in 
full-time legal-medical positions. These new books, however, 
cover not only the basic scientific information but also provide 
valuable information concerning the related areas of law and 
medicine. They recognize that physicians generally today have 
need of an authoritative source of information and guidance for 
use in general: practice and in the performance of public health 
functions and duties. The subjects of the some forty chapters 
contained in “Legal Medicine—Pathology and Toxicology” 
(Gonzales et al.) are as follows: The Medical Examiner and 
the Coroner; Investigation at the Scene of Death; Identifi- 
cation; The Signs of Death; The Medicolegal Autopsy; De- 
termination of the Cause of Death; Unexpected and Sudden 
Natural Death; Natural Death and Trauma; Types and Com- 
plications of Trauma; Blunt Force Injuries of the Skin and 
Subcutaneous Tissues; Blunt Force Injuries of the Extremi- 
ties; Blunt Force Injuries of the Chest and Abdomen; Blunt 
Force Injuries of the Head; Blunt Force Injuries of the Neck 
and Spine; Correlation of the Type of Blunt Force with the 
Injuries; Stab Wounds: Incised Wounds: Chop Wounds: 
Wounds Produced by Foreign Bodies: Biting, Scratching and 
Gouging; Bullet and Other Missile Wounds; Traumatic As- 
phyxia: Strangulation; Traumatic Asphyxia: Suffocation, Ex- 
ternal Pressure on Chest, Drowning; Asphyxiating Gases; 
Thermic Trauma: Electricity: Roentgen Rays: Starvation: 
Atmospheric Pressure; Pregnancy: Puerperium: Illegitimacy ; 
Abortion; Infanticide; Virginity: Rape and Other Sexual 
Assaults: Examination of Semen; Impotence: Sterility: Her- 
maphrodism: Monstrosities; Examination of Blood; The Hu- 
man Blood Groups; Microscopy of Hair and Other Material; 
Toxicology; General Considerations; Inorganic Poisons: Cor- 
rosives; Inorganic Poisons: Metals and Nonmetals; Organic 
Poisons: Volatile; Organic Poisons: Nonvolatile, Nonalka- 
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loidal; Organic Poisons: Alkaloids; Miscellaneous Poisons; 
Occupational Diseases and Toxicology; The Government and 
the Physician; The Rights and Obligations of Physicians: 
Malpractice; Insanity; and Insurance and Survivorship: Ma- 
lingering. The last eight chapters have to do with Analytic 
Toxicology and classify the various types of poisons. 

A brief description of a few of the chapters contained in 
Gradwohl’s “Legal Medicine” will indicate its breadth of 
coverage. Chapter 3 pertains to legal authorization for autopsy. 
This chapter was prepared by Louis J. Regan, M.D., LL.B., 
of Los Angeles. It may be recalled that Dr. Regan addressed 
the House of Delegates of the American Osteopathic Associa- 
tion in July, 1954. In this chapter, Dr. Regan presents a legal 
discussion of the authorization required prior to the per- 
formance of an autopsy. The law of each state, in regard to 
this subject, is abstracted with citations to the applicable state 
statutes and court decisions. It is pointed out that there must 
be a legal or statutory authorization for any autopsy per- 
formed. If an autopsy is not validly authorized, those who 
order or perform it or otherwise improperly participate in it 
may be subject to liability, criminal or civil, or both. 

Laws pertaining to autopsies in any state may have been 
enacted in regard to the office of coroner or medical examiner, 
Workman’s Compensation Acts, or under the insurance laws 
of the state. With increasing frequency, statutes also now 
direct that an individual may provide, by direction or will, for 
the autopsy of his own body. Most states now recognize that 
the person entitled to the possession of a body for the purposes 
of burial is the appropriate person to authorize an autopsy. A 
wrongful autopsy is regarded as a willful and intentional 
wrong against the person entitled to the possession and control 
of the body for burial, and a recovery may be had for the 
mental anguish resulting from the mutilation. Chapter 30 of 
this book, prepared by the same author, contains a similar 
discussion of the law of abortion and provides an abstract of 
the laws of each state and court decisions therein pertaining 
to abortions. 

Chapter 35 is devoted to the subject of the expert wit- 
ness. An expert is one who has scientific skill or technical 
knowledge which is not common to the layman. As a witness 
in a court proceeding he may draw inferences and state an 
opinion in the field of his specialty. While there has been 
discussion pro and con respecting the value of expert testi- 
mony, the fact remains that it is a necessary part of court 
procedure. There are many cases that could not be decided 
without it, and there are many more in which it is a vital link 
in establishing the facts. This chapter contains valuable sug- 
gestions from which a physician, testifying as an expert wit- 
ness, can profit. One suggestion, for example, recommends 
that the expert witness see to it that the attorney who calls 
him to the witness chair properly qualifies him as an expert. 
The expert witness should not be satisfied with the mere direc- 
tion, “State your qualifications.” Instead a carefully prepared 
series of questions should be formulated for the lawyer to ask 
the expert in order to bring out in detail the background, edu- 
cation, and experience of the physician testifying as an expert. 
Without an understanding of the qualifications of the expert 
witness, a jury is in a poor position to evaluate the testimony 
given. 

The text also points out that it is usually poor practice 
to ask the expert witness only for his opinion without asking 
him to state the reasons for it. It is now permissible in most 
jurisdictions to ask the expert for his reasons on direct ex- 
amination rather than waiting for his reasons to be brought 
out on cross-examination. An astute opposing attorney may 
not ask for any reasons on cross-examination, and in such 
event only the bare opinion is before the jury with nothing to 
support it. The expert witness is advised to keep clearly in 
mind that the end objective of testimony is to convince those 


who are to act on the expert’s testimony that he is correct in 


il 


Volume 54 
Number 2 


what he says. He should never lose sight of this objective. 
The attitude of the expert witness should be one of sincerity 
and directness. His attitude should be that of a scientist with- 
out bias, but with an obvious interest in bringing out the facts. 
Correctness of the opinion expressed, accuracy of statements 
made on direct examination, and a full knowledge of the evi- 
dence should enable the expert to withstand any cross-examina- 
tion. Before the expert takes the witness stand he should insist 
on one or more conferences with the lawyer to be sure that the 
lawyer understands what the expert’s testimony will be. In 
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other words, the expert should, to the fullest extent possible, 
make his lawyer familiar with the basic premises upon which 
the expert’s opinion rests and the surrounding details and cir- 
cumstances which led to that opinion. 

These two new books thus furnish a valuable addition to 
the field of legal or forensic medicine. They cover voluminous- 
ly the expected scientific and medical information and, in addi- 
tion, they furnish historical information and excellent advice 
and guidance for doctors regarding problems in fields pertinent 
to the practice of today. 


Department of Public Relations 


CHESTER D. SWOPE, D.O. 


Chairman 


BILLS IN CONGRESS 


The 83rd Congress adjourned, sine die, on August 20, 1954. 
The 84th Congress will convene on January 5, 1955. Legisla- 
tion pending at the time of adjournment of the 83rd Congress 
died with the Congress. 

H.R. 303. Transfers Indian hospital and health services 
from Interior Department to Department of Health, Education, 
and Welfare, effective July 1, 1955. Public Law 568, approved 
August 5, 1954. 


H.R. 1026. To provide medical and hospital service for 
certain employees of the former Lighthouse Service, and for 
dependents and widows of such employees. Vetoed June 8, 
1954, on grounds that according such benefits to one group of 
Federal employees alone would discriminate against the vast 
body of Federal workers. In his veto message the President 
further stated: “I wish to reiterate my strong support for a 
program of contributory medical care and hospitalization in- 
surance, on a voluntary basis, for Federal employees generaliy. 
Such a program would aid Federal employees in meeting their 
medical and hospital needs and would be fair and equitable to 
all concerned. Moreover, it would be consistent with my ob- 
jective of combining the best practices of progressive private 
employers with the special demands of the public service, there- 
by improving our Federal career employee system and the effi- 
ciency of its administration.” 

H. R. 7840. Amends Railroad Retirement Act in.a number 
of respects. Provides that a survivor annuity may be paid to a 
child over age 18, and to its mother, if the child became totally 
and permanently disabled before age 18. Previously, the an- 
nuity to a widowed mother under age 65 was discontinued as 
soon as her youngest child became 18, and no child 18 or older 
was eligible. Public Law 746, approved August 31, 1954. 

H.R. 8149. Medical Facilities Survey and Construction 
Act of 1954. See September, 1954, JouRNAL OF THE AMERICAN 
OsteopaATHIc AssociATION. Public Law 482, approved July 12, 
1954. 

H. R. 8300. The Internal Revenue Code of 1954. See Sep- 
tember, 1954, JourNAL. Public Law 591, approved August 16, 
1954. 

H.R. 8356. Health Service Prepayment Plan Reinsurance 
Act. Favorably reported to the House July 9, 1954. Recom- 
mitted to the Committee July 13, 1954. 

H. R. 8790. Veterans benefits for disability on way to in- 
duction. Public Law 463, approved June 30, 1954. 

H. R. 9040. To authorize cooperative research in education. 
Public Law 531, approved July 26, 1954. 

H. R. 9077. Makes available to the judges of the District 
of Columbia the psychiatric and psychologic services provided 
for under the District of Columbia Law Enforcement Act of 
1953. Public Law 592, approved August 16, 1954. 

H. R. 9366. Social Security Amendments of 1954. Osteo- 
pathic physicians and other doctors and lawyers remain exempt 
from OASI coverage. The American Osteopathic Association 
favored voluntary coverage, but voluntary coverage was ex- 
tended only to ministers and Christian Science practitioners. 
The tax base was raised from $3,600 to $4,200, and the retire- 
ment test was made inapplicable at age 72 (formerly 75). A 


Washington 


disability freeze provision was included, which entails medical 
evaluations of total and permanent disability made by State 
agencies, in most cases State vocational rehabilitation agencies. 
See article on disability freeze on page 146 of this issue of 
THE JOURNAL. 

H.R. 9618. Individual Retirement Act of 1954. 

H. R. 9640. Vocational Rehabilitation Amendments of 1954. 
See S. 2759. 

H.R. 9697—Mr. Short, of Missouri. To provide medical 
care for dependents of members of the Armed Forces of the 
United States. 

H.R. 9709. Extends the unemployment-insurance system 
to employers who employ four or more employees in each of 
20 weeks during the year. The present law limits the tax to 
employers of eight or more in the same period, although a 
number of States have already lowered their own requirements 
so as to cover employers with less than eight employees. Public 
Law 767, approved September 1, 1954. 

H.R. 9712. New England States Higher Education Com- 
pact. Authorizes the States of Connecticut, Maine, Massachu- 
setts, New Hampshire, Rhode Island, Vermont, or any two of 
them, to enter into a compact relating to higher education and 
establish the New England Board of Higher Education. The 
Board could make contracts with the compacting States, and 
with schools, to insure the facilities needed to provide greater 
educational opportunities and services in professional and sci- 
entific fields, with a view to producing more doctors, dentists, 
veterinarians, and public-health personnel. Public Law 719, ap- 
proved August 30, 1954. 

H. R. 9888. Extends time for initiating training under Pub- 
lic Law 550, the Korean G. I. Bill of Rights. Public Law 610, 
approved August 20, 1954. 

H. R. 9965—Mr. Donohue, of Massachusetts. Provides for 
loans to enable needy and scholastically qualified students to 
continue post-high-school education. 

H. R. 10099—Mr. Rees, of Kansas. To authorize the Civil 
Service Commission and the heads of all establishments in the 
Federal government to make available on a voluntary prepay- 
ment basis, group hospital, medical, and other personal health 
service benefits for civilian officers and employees in the Fed- 
eral service. Federal Employees Health Insurance Act. 

S. 1748. National Fund for Medical Examination, Charter 
for. Public Law 685, approved August 28, 1954. 

S. 2657. District of Columbia Healing Arts Practice Act, 
amendment relating to penalty for not procuring license. Pub- 
lic Law 424, approved June 22, 1954. 

S. 2759. Vocational Rehabilitation Amendments of 1954. 
The Senate Committee Report, No. 1626, regarding the bill, 
reads in part as follows: 

The definition of rehabilitation facility in the bill, as introduced, 
includes a facility which provides an integrated program of medical, 
psychologic, social, and vocational services, but only if all of the medical 
and related health services are prescribed by, or under the supervision 
of, persons licensed to practice medicine in the State. Consistently with 
the definition of this type of facility under the amendments to the hos- 
pital survey and construction provisions of the Public Health Service 
Act recently reported out by this committee (H. R. 8149), that definition 
would be changed by the committee amendment to this bill (S. 2759) so 


that the medical and related health services could be prescribed by, or 
under the supervision of, persons licensed to practice medicine or sur- 
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gery in the State. This would include osteopathic physicians in the large 
majority of the States. 


Public Law 565, approved August 3, 1954. 


S. 3096. Utilization of physicians and dentists in enlisted 
status in the Armed Forces. See page 640 of the July, 1954, 
JourNnaL. Public Law 403, approved June 18, 1854. 


S. 3114—Mr. Smith, of New Jersey, and others. Same as 
H. R. 8356. Reported favorably to Senate, July 19, 1954. 


S. 3363—Mr. Saltonstall, of Massachusetts. Armed Forces 
Dependents Medical Care Act of 1954. 


S. 3401. Armed Forces Information and Education Pro- 
gram. Passed Senate May 17, 1954. 


S. 3447. Amends Internal Revenue Code to permit the 
filling of oral prescriptions for certain narcotic drugs. Public 
Law 729, approved August 31, 1954. 


S. 3681. Authorizes the Civil Service Commission to make 
available group life insurance for civilian officers and em- 
ployees in the Federal service. Federal Employees Group Life 
Insurance Act of 1954. Public Law 598, approved August 17, 
1954. 


S. 3803—Mr. Carlson, of Kansas. 
Health Insurance Act. 


Federal Employees 


NEW ENGLAND BOARD OF HIGHER EDUCATION COMPACT 


Public Law 719 (H. R. 9712), approved August 30, 1954, 
grants the consent of Congress to any two or more of the six 
States of Connecticut, Maine, Massachusetts, New Hampshire, 
Rhode Island, and Vermont to enter into a compact and es- 
tablish a New England Board of Higher Education to provide 
greater educational opportunities and services in professional 
and scientific fields through the establishment and maintenance 
of a coordinated educational program for persons residing in 
such States, especially with a view to producing more doctors, 
dentists, veterinarians, and public-health personnel. A principal 
difference between this law and Public Law 226, approved last 
year, Western Interstate Commission for Higher Education, is 
that the Board under Public Law 719 may contract with edu- 
cational institutions outside as well as those inside the region 
of the compacting States. 


ORAL PRESCRIPTIONS FOR CERTAIN NARCOTIC DRUGS 


Public Law 729 (S. 3447), approved August 31, 1954, 
authorizes the Secretary of the Treasury to exempt those nar- 
cotics or narcotic compounds which possess little or no addic- 
tion liability from the existing provisions of the Harrison 
Narcotic Act requiring all narcotic prescriptions to be in 
writing and signed by a licensed practitioner. Any narcotic 
drug so exempt could thereafter be prescribed orally, as well 
as in writing, by a practitioner licensed under State law to 
prescribe such drug and registered under the Harrison Narcotic 
Act. The pharmacist would make, and keep for two years, a 
record of each such oral prescription. Any drug on the exempt 
list may be removed by the Secretary of the Treasury. No 
list of exempt narcotic drugs has as yet been promulgated by 
the Secretary of the Treasury. 


TRANSFER OF INDIAN HEALTH SERVICE 


Public Law 568 (H. R. 303), approved August 5, 1954, 
authorizes the transfer, effective July 1, 1955, of health and 
hospital services for Indians from the Department of Interior 
to the Department of Health, Education, and Welfare. The 
Public Health Service will be responsible for providing the 
services to the 400,000, located in forty-seven states and 
Alaska, who qualify. Any of the existing fifty-eight Indian 
hospitals may be transferred by the Secretary of HEW, with 
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the proper Indian consent, to public or private nonprofit agen- 
cies, but with the conditional right of Federal resumption of 
operation. 


DISABILITY FREEZE 


The Social Security Amendments of 1954, Public Law 761 
(H. R. 9366), approved September 1, 1954 (68 Stat. 1052), 
makes provision for the preservation of insured status and 
benefit entitlement for workers sustaining total disability which 
can be expected to be of long-continued and indefinite duration. 
Under previous law periods of disability could operate to re- 
duce a covered individual’s average monthly wage and under 
certain circumstances could result in the workers having an 
insufficient number of quarters of covered employment or self- 
employment to be eligible for any benefits whatsoever. Such a 
disadvantage resulting from a period of extended total dis- 
ability is removed by the provisions in Public Law 761 which 
prevents such periods of disability from reducing or denying 
retirement and survivor benefits. 


The definition of disability for “waiver of premium” pur- 
poses applies only to those individuals who are totally disabled 
by illness, injury, or other physical or mental impairment which 
can be expected to be of long-continued and indefinite duration. 
The impairment must be medically determinable and preclude 
the individual from performing any substantially gainful work. 
The individual would also be disabled, by definition, if he is 
blind within the meaning of that term as used in the bill. The 
person who does not meet the statutory definition, but never- 
theless has a severe visual impairment would be in the same 
position as all other disabled persons. 


A period of disability is defined as being a continuous 
period of not less than 6 full calendar months during which 
an individual is under a disability. An individual to take ad- 
vantage of the disability freeze must at that time have not less 
than 6 quarters of coverage out of the preceding 13 quarters 
and have not less than 20 quarters of coverage in the preceding 
10 years. 


The earliest date on which a disability freeze application 
can be filed is January 1, 1955. A person will file an applica- 
tion for a disability freeze at the local office of the Department 
of Health, Education, and Welfare. He will be referred to the 
State agency responsible for making the disability determina- 
tion. There will be two aspects in the disability evaluation. 
First, there must be a medically determinable impairment which 
is expected to be of long-continued and indefinite duration or 
to result in death. And, secondly, there must be a present 
inability to engage in substantially gainful work by reason of 
this impairment. 


Following such a disability determination, the worker 
would have his old-age and survivors insurance rights protected 
and he would also be referred to the State vocational rehabili- 
tation agency for rehabilitation. 


Acceptance of rehabilitation services is not necessary to 
qualify for the disability freeze, according to an interpretation 
by Secretary Oveta Culp Hobby of the Department of Health, 
Education, and Welfare. (Cong. Rec. August 13, 1954, page 
13689.) 


Dr. Chester D. Swope, chairman of the A.O.A. Depart- 
ment of Public Relations, commented on the disability freeze 
provisions of the legislation (H. R. 9366) in testimony before 
the Senate Finance Committee on July 6, 1954 (page 443 of the 
hearings), as follows: 

Mr. Chairman, I should like to comment very briefly regarding the 
disability freeze provisions of the bill. 

I understand the purpose of ‘freezing’? OASI rights during total 
disability of the insured is to prevent such period of total disability 
from reducing or extinguishing his rights to retirement and survivors’ 
benefits. 

According to the summary in the House Report, by and large, de- 
terminations of disability are to be made by State agencies administer- 
ing plans approved under the Vocational Rehabilitation Act. 

Standards for evaluating the severity of disabling conditions will be 
prepared by the Department of Health, Education, and Welfare, and by 
agreement, the State agencies will apply the standards so developd by 
the Department, for purposes of the freeze. The cost to these agencies 
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for their services in making disability determinations will be met out 
of the Federal trust fund. 


Section 216 of the Social Security Act, as amended in the bill (page 
73) provides: 


“(i) (1) The term ‘disability’ means (A) inability to engage in any 
substantial gainful activity by reason of any medically determinable 
physical or mental impairment which can be expected to result in death 
or to be of long-continued and indefinite duration, or (B) blindness; 
and the term ‘blindness’ means central visual acuity of 5/200 or less in 
the better eye with the use of a correcting lens. An eye in which the 
visual field is reduced to five degrees or less concentric contraction shall 
be considered for the purpose of this paragraph as having a central 
visual acuity of 5/200 or less. An individual shall not be considered to 
be under a disability unless he furnishes such proof of the existence 
thereof as may be required. Nothing in this title shall be construed as 
authorizing the Secretary or any other officer or employee of the United 
States to interfere in any way with the practice of medicine or with 
relationships between practitioners of medicine and their patients, or to 
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exercise any supervision or control over the administration or operation 
of any hospital.” 


It is understood that the term “‘medicine”’ is used in its generic 
sense in section 216, as so amended. 


Should the disability freeze provisions be enacted into law, the suc- 
cess of the program will depend largely on the cooperation of the ex- 
amining physicians. 


The cooperation of the osteopathic profession in all the States may 
be depended upon, as it is in the other Federal disability programs, for 
example: veterans’ partial or total and permanent disability pension 
or compensation examinations by licensed doctors of osteopathy are ac- 
ceptable by the Veterans Administration under the same rules applicable 
to examinations by licensed doctors of medicine; the Bureau of Em- 
ployees’ Compensation applies a similar rule in the case of injured 
Federal civil employees; the Railroad Retirement Board follows the 
same rule for disability retirement purposes; and the regulations of the 
Civil Service Commission permit a similar application in the case of 
disability retirement of Federal Civil Service employees. 


Current Literature 


ABSENCE OF TONSILS AS A FACTOR IN THE 
DEVELOPMENT OF BULBAR POLIOMYELITIS 


In an attempt to discover the relationship between ton- 
sillectomy and bulbar poliomyelitis, histories of 2,669 of 2,881 
cases in the Minnesota outbreak of 1946 were studied. That 
the bulbar type of infection is much more common in those 
who have had tonsillectomy is indicated in the findings of 
Gaylord W. Anderson, M.D., and Jeanne L. Rondeau, A.B., 
published in The Journal of the American Medical Association, 
July 24, 1954. 

It was found that the likelihood of the bulbar involve- 
ment is four times as great in those with clinically recog- 
nizable poliomyelitis if tonsillecotmy has been performed. 
There was no relationship between bulbar involvement and the 
lapse of time since operation or the age at operation. The ap- 
parent higher proportion of bulbar involvement is due to 
removal of tonsils rather than to age of the patient. The 
greater frequency of tonsillectomy and the shift in poliomyelitis 
distribution to ages at which tonsils may have been removed 
are probably the reasons for the greater number of cases of 
bulbar involvement in recent years. Absence of or a fewer 
number of cases with bulbar involvement in certain areas 
may be due to a concentration of the disease in ages before 
tonsils have been removed. 

The authors hypothesize that the greater number of cases 
of bulbar involvement in persons whose tonsils have been 
removed is due to direct invasion along the ninth and tenth 
cranial nerve fibers which have been rendered more accessible 
to the entry of the virus because of operative trauma. 

No evidence was obtained as to the effect of tonsillectomy 
on susceptibility to clinically recognizable poliomyelitis. 


TREATMENT OF SUPERFICIAL THROMBOPHLEBITIS 
WITH PHENYLBUTAZONE (BUTAZOLIDIN) 


Because of its anti-inflammatory action in such conditions 
as rheumatoid arthritis, gout, peritendinitis, psoriatic derma- 
titis accompanying arthritis, and erythema nodosum, phenyl- 
butazone therapy was used on patients with thrombophlebitis. 
The results in thirty-three patients following treatment with 
phenylbutazone for 1 week are described by Irwin D. Stein, 
M.D., and O. Alan Rose, M.D., in Archives of Internal 
Medicine, June, 1954. 


In these patients, many of whom had failed to respond 
to other forms of treatment, phlebitis occurred with or without 
varicosities, with malignant disease, or as thromboangiitis 
obliterans or migratory superficial thrombophlebitis. Except 
for seven patients who were seen in the hospital ward, all were 
ambulant, and there were no salt, fluid, or diet restrictions. 
In the majority of cases the daily dosage was 300 to 600 mg. 
for a total dose of 3 to 3.5 grams. 

Vein inflammation subsided completely or partially in all 
patients, and the duration of bed rest and disability was 
reduced. 


It is best to give the drug with meals or shortly after 
because of its tendency to cause gastrointestinal irritation 
and hemorrhage.., 


The patient should be examined frequently and blood 
counts taken because of the possibility of toxic effects on the 
bone marrow, gastrointestinal tract, skin, and other organs. 
Administration of the drug should be discontinued if there 
is a marked change in the red or white cell count or in the 
presence of fever and sore throat. 


REDUCTION AND EXTERNAL FIXATION OF FRACTURE 
OF THE CLAVICLE IN RECUMBENCY 


A simple, effective, and satisfactory method for reducing 
clavicular fractures with the patient recumbent is described 
by Thomas W. Cook, M.D., in The Journal of Bone and Joint 
Surgery, July, 1954. 


Two tables are arranged with a gap of about 18 inches 
between them. An aluminum strip, 38 inches in length, 4 inches 
in width, and % inch in thickness is placed across the gap. A 
piece of stockinette is applied about the shoulders of the pa- 
tient, much like a short jacket, and the loose edges are fastened 
together over the sternum with a safety pin. The patient is 
then placed supine across the gap between the tables, his head 
on one table and his body on the other. Four or five turns of 
cotton wadding are placed about the patient’s shoulders in a 
figure-of-eight manner. A thin strip of soft felt is placed over 
each axilla. A metal standard is placed on each side of the 
table, and the patient grasps these with his hands. Gravity 
effects reduction, and a figure-of-eight plaster cast can be ap- 
plied with ease. 


Four-inch or 6-inch reverses are used to make a plaster- 
of-Paris slab about 6 inches less in length than the posterior 
width of the patient’s shoulders. Eight layers of cotton wad- 
ding are used to cover the slab. An assistant holds the slab 
against the patient’s shoulders posteriorly. 

Several figure-of-eight turns of plaster bandage are used 
around the shoulders. As it is passed through each axilla, the 
plaster bandage is made ropelike and thin and worked in close 
against the wall of the chest. Crushing the axillary loops with 
pliers before the plaster has taken its primary set will further 
decrease their bulk. Pulling the shoulders toward the floor as 
each turn is made will aid in overcoming muscle spasm and in 
effecting as complete reduction as possible. 


While the plaster is still soft, the stockinette is loosened 
where it is pinned together, and the axillary loops are tied 
together with a gauze bandage across the chest. The bandage 
is left in place for 24 hours in order to prevent lateral spread- 
ing of the loops. After the felt and stockinette are trimmed, 
the stockinette is sewed over the axillary loops. When the cast 
has set sufficiently the patient’s head and trunk are raised, and 
the aluminum strip is removed. Then the patient is permitted 
to sit up while the stockinette is sewed over the posterior por- 
tion of the cast. 
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After 24 hours during which the patient remains supine 
with a very low pillow, the gauze bandage holding the axillary 
loops is cut off and ambulation is permitted. A piece of muslin 
about 5 inches by 2 feet should be moistened with alcohol and 
passed back and forth under the loops and shoulder slab once 
or twice each day. The patient should keep his arms akimbo 
for a few days until he becomes used to the cast. The dressing 
is never changed. He is encouraged to use both hands except 
for heavy work. 


COTTON COLLAR 
A Physical Therapeutic Agent 


A collar with protective and comforting value, fashioned 
by Philip Lewin, M.D., is described by him in The Journal of 
the American Medical Association, July 24, 1954. 


The collar is made of Silkaline and hospital cotton. The 
cotton is enclosed by two layers of material. The edges are 
sewed flat, and the surfaces are quilted. It is washable. The 
regular collar is 9 feet in length, 3 inches wide at the narrow 
end, and 6 inches in width at the wide end. At the wide end, 
four long tapes are attached for binding 


In applying it, the first two turns of the collar should be 
fairly loose, and as subsequent turns are made, a slight in- 
crease in compression is brought about. When application is 
completed, the tapes are tied, and the. collar is pressed down 
below the ears and chin. It exerts a protective, resilient, and 
distractive force. The collar may be applied by the physician 
or patient. 


The collar has many uses, among which are: as a first-aid 
measure, in taking x-rays in cases of acute injuries, in serious 
injuries to the head and neck before the injured person is 
moved, in arthritis, in the neck-shoulder-hand syndrome, and in 
follow-up care in cases in which casts or braces had been used. 


SYNDROME SIMULATING ACUTE DISSEMINATED LUPUS 
ERYTHEMATOSUS APPEARANCE AFTER HYDRALAZINE 
(APRESOLINE) THERAPY 


There have been recent reports of development of a syn- 
drome in a few patients who were treated with large amounts 
of hydralazine (Apresoline) for long periods. Nathan H. 
Shackman, M.D., A. Irving Swiller, M.D., and Maurice Morri- 
son, M.D., describe, in The Journal of the American Medical 
Association, August 21, 1954, the symptoms which developed 
in a patient after she had received hydralazine therapy for 9 
months. 


In many respects the patient, a 59-year-old, white nulli- 
pararous woman to whom hydralazine was administered for 
hypertension, presented a clinical picture and course which re- 
sembled those described in other reports. The syndrome, as 
originally reported, consisted of rheumatic manifestations which 
varied in severity from mild fleeting arthralgia to full-blown 
arthritis. In a few patients, febrile reactions occurred and the 
condition showed a striking resemblance to acute disseminated 
lupus erythematosus. 


In this patient, however, arthritic or arthralgic manifesta- 
tions did not appear until 5 days after hydralazine was discon- 
tinued, whereas other patients developed these symptoms before 
the lupus erythematosus syndrome appeared. In patients whose 
blood was tested there was an alteration in the plasma pro- 
teins, but the authors’ patient had a normal globulin level 
although there was some elevation of the total plasma protein 
level. 


This patient usually received 200 mg. of hydralazine daily ; 
the dose was never greater than 300 mg. Other investigators 
administered 640 mg. daily as an average maintenance dose or 
460 mg. as the mean daily dose. The total ingested dose which 
this patient received. was 65 grams; the mean of patients of 
other investigators was 171 grams. Hydralazine was adminis- 
tered to this patient for 9 months, which was a shorter period 
than that reported by others. 
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False positive findings were obtained from the Mazzini, 
Kolmer, and Venereal Disease Research Laboratory tests. This 
is particularly significant since false positive serologic findings 
are frequent in disseminated lupus erythematosus. 


Since the patient had no significant eosinophilia and a 
negative personal and family history of allergy, the authors do 
not believe her condition can be attributed to allergy and are 
unable to explain her abnormal reaction to the drug. 


Within a month after discontinuance of hydralazine ther- 
apy and without resorting to steroid preparations, there was a 
complete regression of all laboratory findings and all clinical 
signs and symptoms of the lupus erythematosus—like syndrome. 
Lupus erythematosus cells spontaneously disappeared after 
cessation of treatment. 


SHOULDER PAIN AND CORONARY HEART DISEASE 


Why patients with coronary arterial disease show an un- 
usual tendency to shoulder disabilities is a question that has 
been difficult to answer satisfactorily. In spite of its reported 
frequency, only 141 cases have been recorded in this country 
since 1930, according to Charles H. Scheifley in an article 
appearing in the Proceedings of the Staff Meetings of the 
Mayo Clinic, June 30, 1954. Certain aspects of periarthritis of 
the shoulder as it is related to coronary heart disease with 
myocardial infarction are described. 


Periarthritis is defined as pain and stiffness in the shoulder 
and includes three forms: pain in which stiffness is minimal 
but definite; pain in which stiffness is pronounced (frozen 
shoulder) ; and the shoulder-hand syndrome. Periarthritis may 
occur in either shoulder or in both and seems to have a pre- 
dilection for the side to which cardiac pain has extended. In 
differentiating periarthritic pain from pain of coronary heart 
disease, it is important to keep in mind the features of stiff- 
ness, soreness, motion pain, limitation of motion, persistence 
of pain, and inability to lie on the affected shoulder. 


Disagreement exists as to the mechanism of periarthritis 
associated with coronary heart disease. Both the “disuse” 
theory and the “reflex” theory have staunch supporters. 
Neither has been proved, but there is circumstantial evidence 
which supports both theories. The response to therapy has 
been taken as support for either of the theories. The reflex 
theory of initiation appears to have more evidence in its favor 
but remains to be proved. 


MUSCLE SPASM IN MANUAL LABORERS 


A study to obtain information on the incidence of myalgia 
among manual laborers, its distribution to major muscle 
groups, and its relation to type of work is reported by A. 
Hiltunen, M.A., and his associates in Archives of Industrial 
Hygiene and Occupational Medicine, June, 1954. 


The study indicates that hard and painful muscles are fre- 
quent in manual laborers, occurring most often in muscles 
which do static work, such as the calf muscles. There is also 
a relationship to the amount of physical work, since it appears 
more frequently among those whose occupations have the 
highest physical requirements. The muscles of the right side 
of the body are affected more often than the left, which leads 
to the conclusion that the effect is probably a direct one on 
the muscles employed. 


The authors point out that mental tension, anxiety, climatic 
changes, and exposure to cold are also etiologic factors, and 
that several factors may act together with the work factor 
determining the site of spasm. 


It is suggested that good working methods, avoiding static 
work, active relaxation, and treatment with suitable gymnastics 
and applications of heat should be included in the individual’s 
personal hygiene program since myalgia is a problem of per- 
sonal hygiene rather than of curative medicine. 
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PHYSICAL MEDICINE AND REHABILITATION. Edited by 
Basil Kiernander, M.B., B.S., M.R.C.P., D.M.R.E., D.Phys. Med., 
Director, Physical Medicine Department, Hospital for Sick Children, 
Great Ormond Street, London, and Royal National Ear, Nose and 
Throat Hospital; Civilian Principal Specialist in Physical Medicine, 
Royal Air Force. Cloth. Pp. 610, with illustrations. Price $12.75. 
Charles C Thomas, Publisher, Springfield, Ill., 1953. 

The work of twenty-six authorities in their respective 
fields has been correlated by the editor, Dr. Kiernander, into 
this volume. The editor states: “This Textbook has been writ- 
ten primarily from the viewpoint of the clinician who wishes 
to employ physical methods in diagnosis and treatment, and as 
such it makes no attempt to describe the minutiae of technique 
thereby employed.” 


The test would appear to be of more value to the clinician 
who is endeavoring to learn what the field of physical medicine 
encompasses and the nature of its methods than to those who 
are interested in the scientific application of the various methods 
in current use among physiatrists. Further, it is not of much 
value to those clinicians who have a troublesome case and wish 
to find out what the field of physical medicine and rehabilitation 
has to offer. The book may well be a valuable addition to the 
library of the hospital administrator or department head who 
is interested in the modus operandi of rehabilitation depart- 
ments in other hospitals, particularly in the British Isles. 

The various chapters concerned with rehabilitation and 
geriatrics display an unusually good understanding of the im- 
portance of psychologic factors in rehabilitation and readjust- 
ment problems. Geriatricians and those who are concerned 
with the provision of facilities for the institutionalized aged 
will find much of interest in this work. 


The chapter on the functional anatomy of the locomotor 
system is an excellent presentation of the basic anatomic facts 
which should be a prerequisite to any study of rehabilitation. 
Many of the chapters on the application of physical medicine 
and rehabilitation in the specialties are found to be superficially 
treated and unsatisfying. The index is not all that could be 
desired in a scientific text. 

Gienn F. Unansey, D.O. 


REPORT OF THE 1953 CONVENTION. Hotel Statler, Los An- 
geles, California, October 18-21, 1953, 19th Annual Convertien, Ameri- 
can Osteopathic Hospital Association. Paper. Pp. 89. Price $3.00 to 
members; $4.50 to nonmembers. American Osteopathic Hospital Associa- 
tion, 1013 Kahl Bldg., Davenport, lowa. 

The report of the 1953 Convention has been assembled in 
concisely edited form for quick and easy reference. The table 
of contents has been expanded to cover subjects and authors as 
well as a listing of papers in the order in which they were pre- 
sented on the Convention program. 

The material in this report can be of practical value to 
everyone connected with small hospitals, but its outstanding 
value is for those connected with osteopathic hospitals. It 
should be in the library of each one of them, and it should be 
used by all staff members. 


CLINICAL ALLERGY. By French K. Hansel, M.D., M.S., Direc- 
tor, Hansel Foundation for Education and Research in Allergy; Chief 
of Allergy Service, DePaul Hospital, St. Louis. Cloth. Pp. 1005, with 
illustrations. Price $12.50. The C. V. Mosby Company, 3207 Washing- 
ton Blvd., St. Louis 3, 1953. 

All the important special phases of allergy as related to 
otolaryngology, ophthalmology, pediatrics, and dermatology are 
incorporated into this volume, with particular attention being 
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directed to the nose, paranasal sinuses, ears, eyes, and tracheo- 
bronchial tree. 

A glossary of common allergic terms is presented for the 
benefit of the general practitioner and beginner in allergy. Ele- 
mentary details are outlined in the chapter on supplies and 
preparation of extracts. A new method of approach is de- 
scribed which avoids local and constitutional reactions with the 
injection of allergenic agents. The specific problems of allergy 
in infants and children are discussed. A new method of treat- 
ment is presented for the management of desensitization or im- 
munization which is based on the principle of the small or 
optimum dosage. Differentiation is made among allergic head- 
ache, migraine, and histaminic cephalagia; and cardiovascular 
allergy is considered. In fact, the volume includes discussions 
of nearly all phases of allergy. 


DISEASES OF THE LIVER. By Mitchell A. Spellberg, M.D., 
F.A.C.P., Associate Professor of Clinical Medicine, University of Illi- 
nois School of Medicine; Associate Attending Physician, Department of 
Medicine, Michael Reese Hospital, Chicago, Illinois. Cloth. Pp. 646. 
Price. $16.50. Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1954. 


That the liver is the only organ in which the cause of 
death following experimental removal is unknown illustrates 
the extent of ignorance regarding the liver. This book rather 
thoroughly puts together a mass of knowledge about hepatic 
structure, function, and derangement in disease. Emphasis is 
placed on clinical, biochemical (physiologic), and anatomic 
factors in diagnosis and treatment. It is written for clinicians 
from the viewpoint of a clinician. 

The discussion of the clinical aspects of hepatic disease 
and the manner in which many diseases and disorders affect 
the liver is comprehensive. Sections dealing with needle biopsy 
and hepatic function tests contain recent developments in cor- 
relations between structure and function. The significant liver 
function tests are described, and bedside application of infor- 
mation gained from them is indicated. The discussions of dif- 
ferential diagnosis are extensive. Clear explanations of the 
basic principles and reasons behind it are discussed with the 
treatment of liver disease. Historical data are utilized only 
when of current significance. 

Each section contains a brief outline summary which is in 
bold type; in addition, the index entries referring to the sum- 
maries are in bold type. These features should prove invaluable 
to the user of the volume. 

There is an exhaustive bibliography of fifty-five pages con- 
taining references to both old and recent literature, with the 
majority being modern. 


CLINICAL ELECTROCARDIOGRAPHY IN CHILDREN. By 
Gertrude H. B. Nicolson, M.D., Associate in Cardiology, Chief of Chil- 
dren’s Cardiac Clinic and Assistant Visiting Physician to the Children’s 
Service at St. Luke’s Hospital; Instructor in Pediatrics at Columbia 
University; Consultant Cardiologist to Infants at Woman's Hospital; 
Consultant, New York Infirmary for Women and Children; Electro- 
cardiographer of Bellevue Hospital from 1930 to 1951. Cloth. Pp. 118, 
with charts and illustrations. Price $3.25. The Macmillan Company, 60 
Fifth Ave., New York 11, 1953. 

Presupposing that the reader is already aware of the basic 
principles of electrocardiography, this book’s purpose is to 
supplement the vast amount of knowledge which exists on the 
topic with the main characteristics of childhood electrocar- 
diography. It is an attempt to answer the growing need for a 
concise and comprehensive work on the subject. 

The findings are based on a study of electrocardiograms 
of 500 children and are the result of years of clinical and teach- 
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ing experience. Electrocardiographic tracings from 350 phys- 
ically normal students between the ages of 22 and 26 are used 
for purposes of comparison. 

Deflections and intervals of a normal cardiac cycle are con- 
sidered individually and as a whole. Normal variations and 
abnormal tracings are described. Heart position, bipolar and 
unipolar limb leads, unipolar precordial leads, the child’s elec- 
trocardiogram in disease, the electrocardiogram in congenital 
heart lesions, and rate and rhythms are discussed. 


RECURRENT DISLOCATION OF THE SHOULDER. By James 
A. Dickson, M.D., Chief, Department of Orthopedic Surgery, Cleve- 
land Clinic and Cleveland Clinic Hospital; Alfred W. Humphries, 
M.D., Department of Orthopedic Surgery, Cleveland Clinic and Cleve- 
land Clinic Hospital; and Harry W. O’Dell, M.D., Chief, Department 
of Orthopedic Surgery, Akron Clinic. Cloth. Pp. 158, with illustrations. 
Price $4.50. The William & Wilkins Co., Mt. Royal & Guilford Aves., 
Baltimore, 1953. 


All known pertinent data have been compiled into this 
comprehensive summary of recurrent shoulder dislocations. 
It is an attempt to facilitate a clearer understanding of the 
factors involved in the condition. The authors have reviewed 
the literature and have extracted for discussion what in their 
opinion are the salient facts and theories. They admittedly 
have been unable to draw any conclusions as to the best 
treatment. 

The phylogenetic, ontogenetic, anatomic, dynamic, and 
pathologic aspects of the shoulder and shoulder dislocations 
are discussed. Nearly half the book is devoted to treatment 
of recurrent anterior dislocations, and the final chapter in- 
cludes a discussion of recurrent posterior dislocations of the 
shoulder 


AN ATLAS OF PELVIC OPERATIONS. By Langdon Parsons, 
M.D., Professor of Gynecology, Boston University School of Medicine; 
Chief, Department of Gynecology, Massachusetts Memorial Hospital; 
Gynecologist, Palmer Memorial Hospital; Gynecologist, Massachusetts 
Department of Public Health, Hospital for Cancer at Pondville, Massa- 
chusetts, and Howard Ulfelder, M.D., Assistant Clinical Professor of 
Gynaecology, Harvard Medical School; Assistant Surgeon, Massachu- 
setts General Hospital; Gynecologist, Massachusetts Department of Pub- 
lic Health, Hospital for Cancer at Pondville, Massachusetts. Cloth. 
Pp. 231, with illustrations by Mildred B. Codding, A.B., M.A., Surgical 
Artist, Department of Surgery, Harvard Medical School and Peter Bent 
Brigham Hospital, Boston, Massachusetts. Price $18.00. W. B. Saun- 
ders Company, West Washington Square, Philadelphia 5, 1953. 

Once the surgeon has chosen the specific pelvic operation 
he will perform, this atlas provides a “road map” which leads 
him to a satisfactory conclusion with the greatest possible 
ease and safety. Its purpose is to teach the details of pelvic 
surgical technics by means of illustrations, and it is designed 
to permit the following of a detailed description of the opera- 
tive procedure by word or drawings or a combination of the 
two. 

Admittedly the operations described are not the only pro- 
cedures for a specific situation; rather they present the technic 
regarded as standard in the institutions with which the authors 
are affiliated, procedures which are in common use. Many 
general surgical procedures which are usually not considered 
gynecologic procedures are included inasmuch as the preopera- 
tive diagnosis of pelvic conditions may be inaccurate, and 
unsuspected conditions may be encountered after the operation 
has been started. In addition, the authors believe that the sur- 
geon should be capable of dealing with unexpected problems, 
but in cases in which the operator does not think he is qualified 
to perform the particular operation necessitated by the unex- 
pected situation, less formidable procedures are outlined which 
may serve as stages for later treatment. 

The volume is divided into three sections: one on ab- 
dominal operations, one on vaginal and perineal operations, 
and the last on operations for malignant disease. Included in 
the section on abdominal operations are considerations pre- 
liminary to all abdominal surgery, helpful hints for hysterec- 
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tomy, modifications of total hysterectomy, conservative opera- 
tions, operations on tube and ovary and abdominal wall, 
operations involving the intestines and urinary tract, and com- 
plications following abdominal operations. The section on 
vaginal and perineal operations includes considerations pre- 
liminary to all vaginal and perineal operations, vaginal plastic 
procedures, combined abdominal and vaginal procedures, opera- 
tions for repair of fistulae, and minor operations. In the 
section dealing with operations for malignant disease illustra- 
tions show the technic of the Wertheim hysterectomy with 
pelvic lymphadenectomy, combined abdominal and _ perineal 
resection of the rectum, combined bilateral superficial groin 
dissection and radical vulvectomy, extraperitoneal iliac lym- 
phadenectomy, vulvectomy, and radical groin dissection. 


The written description of each plate appears on the page 
with the plate, thus eliminating the annoyance of leafing back 
and forth. 


FUNDAMENTALS OF BIOCHEMISTRY IN CLINICAL MED. 
ICINE. By Niels C. Klendshoj, M.D., Assistant Professor of Path- 
ology, Director of the Division of Toxicology, University of Buffalo, 
School of Medicine; Director of the Department of Biochemistry, 
Buffalo General Hospital, Buffalo, New York. Cloth. Pp. 276. Price 
$7.75. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill, 1953. 

Presentation of a short review of the fundamental aspects 
of biochemistry and its application to clinical medicine is the 
purpose of this book. It is intended for the reader whose 
main interest is in some other field, to permit him to scan 
it in a reasonably short time or to obtain a review of what- 
ever subject in this particular field is of interest to him. 


The two opening chapters deal with atomic and molecular 
structure, it being the author's belief that the medical prac- 
titioner can better understand modern literature if he is willing 
to spend a little time clarifying certain elementary definitions. 
The next seven chapters are devoted to the fundamental aspects 
of biochemistry, acid-base relations, body fluids, enzymes, 
lipids, proteins, carbohydrates, and porphyrins. The nine final 
chapters discuss practical aspects of biochemistry in clinical 
medicine and include chapters on the liver and biliary tract, 
kidneys and urinary tract, the hypophysis, thyroid, pancreas, 
adrenals, bone disorders, nervous system, and nutrition. 

The book is not intended to be a reference; it is meant 
only to be a review. 


UNIPOLAR LEAD ELECTROCARDIOGRAPHY AND VEC- 
TORCARDIOGRAPHY, Including the Standard Leads, the aV and 
V Leads, the Cardiac Arrhythmias and the Principles of Vector- 
cardiography. By Emanuel Goldberger, M.D., F.A.C.P., Associate At- 
tending Physician, Montefiore Hospital, New York; Cardiologist and 
Attending Physician, Lincoln Hospital, New York; Consulting Cardi- 
ologist, St. Joseph’s Hospital, Yonkers, New York; Diplomate of the 
American Board of Internal Medicine; Lecturer in Medicine, Colum- 
bia University. Ed. 3. Cloth. Pp. 601, with illustrations. Price $10.00. 
Lea & Febiger, Washington Square, Philadelphia 6, 1953. 

The third edition of this book contains numerous changes 
and additions. The chapters dealing with functional changes 
in the RS-T segment and T wave have been rewritten and 
expanded. A complete chapter is devoted to the subject of 
venfricular strain. New material has been included on such 
subjects as the U wave, the Q-T interval, the effect of drugs, 
esophageal leads, and the electrocardiogram in infants and 
in congenital heart disease. The chapter dealing with angina 
pectoris, myocardial anoxia, and subendocardial infarction has 
been rewritten and additions have been made. New material 
has been added on the electrical axis of the heart and the 
ventricular gradient, and a complete section on vectorcardi- 
ography is included. 

In addition to the section on vectorcardiography, there 
are sections on the principles of electrocardiography, the nor- 
mal electrocardiogram, abnormal electrocardiography patterns, 
and normal and abnormal cardiac rhythms. 
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Many diagrams indicating the position of the heart have 
been redrawn, and some illustrations have been retouched. 
The bibliography contains several hundred new references. 


PERIPHERAL NERVE INJURIES. Principles of Diagnosis. By 
Webb Haymaker, M.D., Chief, Neuropathology Section, Armed Forces 
Institute of Pathology, Washington, D.C., and Barnes Woodhall, 
M.D., Professor of Neurosurgery, Duke University School of Medicine, 
Durham, North Carolina. Ed. 2. Cloth. Pp. 333, with 272 illustra- 
tions. W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1953. 

The frequency of peripheral nerve injuries in war casual- 
ties and the long, tedious recuperative period form a problem 
which is exceedingly important to the Armed Services. This 
monograph was written primarily for medical officers un- 
trained in recognizing peripheral nerve injuries and for med- 
ical students and civilian physicians who must treat such 
patients. 

The text is divided into four sections. The first deals 
with the principles of innervation of dermatomes, myotomes, 
and peripheral nerve fields and with segmental and peripheral 
nerve distribution. The second section is concerned with the 
examination of the peripheral nervous system of the patient, 
emphasizing a few simple tests for the quick recognition of 
peripheral nerve injuries. The next section considers the 
clinicopathological classification of injuries to peripheral nerves 
and their causes and symptomatology. The last section deals 
with diagnosis after sufficient time has elapsed for telltale 
marks of injury to become unequivocally established. 

Excellent photographs, most of which were selected from 
the Armed Forces Institute of Pathology collection, depict 
the clinical findings. Line drawings show anatomic aspects of 
the injuries. 

The monograph will be valuable for students, physicians, 
and surgeons. 


DIZZINESS. An Evaluation and Classification. By David Downs 
DeWeese, M.D., Clinical Professor of Otolaryngology, University of 
Oregon Medical School; Head, Department of Otolaryngology, The 
Portland Clinic, Portland, Oregon; Chairman for Instruction in 
Otolaryngology, Pacific Coast Oto-Ophthalmological Society; Otorlaryngol- 
ogist on the Staffs of St. Vincent’s Hospital, Doernbecher Memorial 
Hospital for Children, and Multnomah County Hospital, Portland, 
Oregon. Cloth. Pp. 80, with illustrations. Price $2.75. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, Ill., 1953. 

“Dizziness” is as frequent a symptom as “headache” and 
“nervousness.” Evaluation and classification of the complaint 
is the purpose of this concise monograph, the heart of which 
is the discussion of nonsystematized dizziness and systematized 
vertigo in the chapter on “Differential Diagnosis of Dizziness.” 
Reports of seventeen cases verify the fact that dizziness is 
produced by a wide variety of conditions and that close atten- 
tion to the history and clinical details will often make differ- 
ential diagnosis easier. The book is excellent for a quick 
review of the subject. 


; PRACTICAL CLINICAL CHEMISTRY. A Guide for Techni- 
cians. By Alma Hiller, Ph.D., Associate Attending Biochemist in 
Charge of Clinical Chemistry, The Presbyterian Hospital of the City of 
Chicago, Associate Professor of Biological Chemistry, University of Illi- 
nois College of Medicine, Chicago, Illinois. Cloth. Pp. 266, with charts 
and figures. Price $6.50. Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Illinois, 1953. 

The procedures described in this book, which was written 
for technicians, have been chosen as representative of the 
analyses most frequently performed in clinical chemistry lab- 
oratories of hospitals. Many have been modified to attain sim- 
plicity and save time without sacrificing accuracy. There is a 
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comprehensive explanation of each procedure, followed by a 
brief outline which, in some cases, is accompanied by a table. 
These outlines are printed again at the back of the book on 
separate perforated pages so they may be removed for daily 
use. - 

The book is well written and the explanations easy to 
follow. 


BILE 
DUCTS. By S. S. Lichtman, M.D., F.A.C.P., Assistant Professor of 


DISEASES OF THE LIVER, GALLBLADDER AND 


Clinical Medicine, Cornell University Medical College; Assistant At- 
tending Physician, New York Hospital; Adjunct Physician, Mt. Sinai 
Hospital; Assistant in Post-Graduate Medical Instruction, University 
Extension, Columbia University, New York. Ed. 3. Cloth. Pp. 1315, 
two volumes. Price $22.00 per set. Lea & Febiger, Washington Sq., 
Philadelphia, 1953. 

Addition of new material and revision of old has made it 
necessary to publish the current edition of this work as two 
volumes. All of the first volume and most of the second are 
devoted to diseases of the liver. The remainder of the second 
volume is a consideration of diseases of the gallbladder and 
biliary passages. 

New advances in the therapy of infectious hepatitis and 
portal cirrhosis are discussed. Information on hepatic coma has 
been revised completely. The chapter on symptoms and signs 
of liver disease has been enlarged. The latest data on ascites- 
producing mechanisms are included. The treatment of abscess 
of the liver with new amebicides and antibiotics is discussed. 
The indications for aspiration biopsy of the liver and the risks 
of the procedure are pointed out. The chapter on liver function 
tests has been revised completely. Discussions of previously 
unrecognized intrahepatic shunts and the latest information 
pertaining to the conversion of hemoglobin to bilirubin are 
included. Many new and important advances are considered 
in the discussions of the gallbladder and biliary passages. 

One third of the illustrations are new, there is a bibliog- 
raphy with each chapter, and the index for both volumes is 
included in each. 


FUNCTIONAL AND SURGICAL ANATOMY OF THE HAND. 


By Emanuel B. Kaplan, M.D., F.A.C.S., Assistant Professor of Anat- 


omy, College of Physicians and Surgeons, Columbia University; 
Attending Urthopedic Surgeon of the Hospital for Joint Diseases; 
Attending Orthopedic Surgeon of the Lebanon Hospital; Medical Direc- 
tor, Beth Abraham Home, New York City. Cloth. Pp. 288, with illus- 
trations. Price $10.00. J. B. Lippincott Co., E. Washington Sq., Phila- 
delphia 5, 1953. 


With the consideration in mind that the student, anatomist, 
and surgeon need a unified text with descriptions combining 
structural detail with precise function, the author compiled this 
book. In addition, he maintains the belief that this unification 
is of more practical importance if combined with the principles 
of surgical anatomy. 

The descriptions of anatomic structures are given from the 
viewpoint of function and surgery. Conventional anatomic de- 
scriptions are not used, nor are pathology, diagnostic methods, 
and detailed surgical technics, except in clarifying illustrations. 
Congenital deformities are not included. The hand is considered 
as an organ artificially divided into three functional units: the 
thumb, the index and middle fingers, and the ring and fifth 
fingers. Structure and function of the fingers, thumb, wrist, 
blood and nerve supply of the hand, and retinacular system of 
the hand, and the mechanism of action of the fingers, thumb. 
and wrist are discussed. The final section of the book is devoted 
to the surface anatomy of the hand and wrist, surgical ap- 
proaches, and amputations and reconstruction operations. 

The book is well illustrated with original drawings from 
dissections made by the author. It is designed to assist the 
orthopedic, plastic, and general surgeon concerned with restor- 
ing hand function, the anatomist interested in structure and 
function, and the general anatomist whose interest is in 


anatomic variations. 
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PAIN SYNDROMES AND THEIR TREATMENT, With Special 
Reference to Shoulder-Arm Pain. By James M. Tarsy, M.D., Chief, 
Arthritis Clinic, University (New York Postgraduate) Hospital, New 
York University-Bellevue Medical Center; Associate Visiting Physi- 
cian, Bellevue and University Hospitals; Assistant Clinical Professor 
of Medicine, Postgraduate Medical School; New York University, 
New York, New York; Chief, Arthritis Clinic, St. Mary’s Hospital, 
Brooklyn, New York. Cloth. Pp. 592, with illustrations. Price $12.00. 
Charles C. Thomas, Publisher, 301-327 East Lawrence Ave., Spring- 
field, Ill., 1953. 

Clinical aspects of pain are emphasized in this book which 
is intended to aid the average physician and surgeon in his 
diagnosis and treatment of shoulder-arm and certain other 
upper region pain syndromes. 

The book is divided into six sections. The first deals with 
general considerations and methods of examination. The next 
four sections consider pain syndromes in cervical lesions, 
thoracic lesions, shoulder lesions, and peripheral lesions. The 
final section, on treatment, contains two chapters: the first 
discusses general measures of treatment and local analgesia; 
the second chapter is devoted to a consideration of nerve block, 
both therapeutic and diagnostic. 


SLIPPED CAPITAL FEMORAL EPIPHYSIS. By Armin Klein, 
M.D., Robert J. Joplin, M.D., John A. Reidy, M.D., Joseph Hanelin, 
M.D., Massachusetts General Hospital, Boston, Massachusetts. Cloth. 
Pp. 130 with illustrations. Price $6.75. Charles C Thomas, Publisher, 
301-327 Lawrence Ave., Springfield, Ill., 1953. 

The challenge to diagnose slipped capital femoral epiphysis 
in its earliest stages, before the slip becomes marked, led to 
a need for a standard for comparison. This monograph is the 
answer. It contains a series of roentgenograms, in both ante- 
roposterior and lateral projections, of normal hips of young 
males and females. It is probably the only such series in 
existence. 

In addition to the roentgenograms of normal hips, there 
are chapters on diagnosis, treatment, operative technic, and 
postoperative treatment. The section on operative technic gives 
a careful description of the procedure. Internal fixation and 
active mobilization form the authors’ treatment for slipped 
capital femoral epiphysis. The percentage of contralateral in- 
volvement is discussed, and the results after follow-up of 
from 19 months to 12 years are reviewed. 


APPLIED ANATOMY AND KINESIOLOGY. The Mechanism of 
Muscular Movement. By Wilbur Pardon Bowen, M.S., Late Professor 
of Physical Education, Michigan State Normal College, Ypsilanti, Michi- 
gan. Revised by Henry A. Stone, M.S., Supervisor, Department of 
Physical Education, University of California, Berkeley, California. Ed. 
7. Cloth. Pp. 462, with illustrations. Price $5.50. Lea & Febiger, 
Washington Square, Philadelphia 6, 1953. 

Kinesiology, the science of bodily movement, when thor- 
oughly grasped by the physician provides a valuable approach 
to diagnostic and clinical procedures. The study includes a 
consideration of the principal types of muscular exercise, in- 
cluding how they are performed, their reaction on the body, 
and their relationship to body development and efficiency, as 
well as to the prevention and cure of specific defects and de- 
formities. 

Mechanical principles, anatomy, and physiology are all 
components of this “borderland” science; hence, the mechanical 
principles of motion are discussed in detail before a careful 
study of the size, structure, and location of the muscles is 
made. Pathology and therapeutics are correlated into the 
presentation. 

The physician so often encounters problems involving 
kinesiology that this book, which has been a standard text since 
it was first published in 1917, could become a valued reference 
tool. The many illustrations, some of which are in color, and 
twenty-seven of which are new, are well-chosen to demonstrate 
the particular point under discussion. Another interesting fea- 
ture is the incorporation of new laboratory experiments into 
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the body of the text. Teachers will find that this addition 
makes unnecessary a separate laboratory manual. An appendix 
which is concerned with areas of muscular attachment and ex- 
tensive bibliographies also contribute toward this book’s high 
level of precision and utility. 


RHEUMATIC DISEASES. Diagnosis and Treatment. By Eugene 
F. Traut, M.D., F.A.C.P., Associate (Rush) Clinical Professor of 
Medicine, University of Illinois; Attending Physician to the Cook 
County Hospital and to the West Suburban Hospital, Oak Park, Illi- 
nois; Associate Attending Physician to the Presbyterian Hospital of 
Chicago; Director of the Arthritis Clinic of Cook County Hospital; 
Lecturer on Arthritis in the Cook County Graduate School of Medicine; 
Member of the American Rheumatism Association. Cloth. Pp. 942, 
with illustrations. Price $20.00. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1952. 

This monograph is a discussion of some of the conditions 
causing pain or disability in the motor or supporting parts of 
the body (skeletal or “rheumatic” pain). It is intended for the 
medical student, internist, general practitioner, and rheuma- 
tologist. Material accepted as factual by authorities is combined 
with experience developed from years of work on rheumatic 
disease in the laboratory and at the bedside of private and 
charity patients. The author has collaborated with experts on 
certain topics. 

Among the topics discussed are the etiology, classification, 
pathogenesis, and pathology of joint diseases; the nervous 
system and rheumatic diseases; psychologic factors in rheuma- 
toid arthritis; focal infection; effects of immobilization; colla- 
gen diseases; skin and eyes in rheumatic diseases; specific 
rheumatic conditions; rheumatic conditions as they affect the 
various parts of the body; endocrine relations; general treat- 
ment; and specific therapy, including medicinal, occupational, 
manipulative, and surgical. The material on manipulative treat- 
ment will be of particular interest to osteopathic physicians. 


LEGAL MEDICINE. Edited by R. B. H. Gradwohl, M.D., Se.D., 
F.A.P.H.A., Commander, M.C., U.S.N.R. (Retired), Director of the 
Police Laboratory, Metropolitan Police Department, St. Louis; First 
President, American Academy of Forensic Sciences; Pathologist to 
Christian Hospital; Director, Gradwohl School of Laboratory and X-ray 
Technique, St. Louis, Mo. Cloth. Pp. 1093, with illustrations. Price 
$20.00. The C. V. Mosby Co., 3207 Washington Blvd., St. Louis 3, 
1954. 


This book is reviewed in this issue of THE JoURNAL in the 
columns of the Bureau of Public Education on Health. 


LEGAL MEDICINE: Pathology and Toxicology. By Thomas A. 
Gonzales, M.D., Chief Medical Examiner of the City of New York 
(Retired) ; Professor of Forensic Medicine, New York University Post- 
Graduate Medical School; Lecturer on Criminologic Medicine, New 
York - Police Academy; Morgan Vance, M.D., Deputy Chief Medical 
Examiner of the City of New York; Associate Professor of Forensic 
Medicine, New York University Post-Graduate Medical School; Lec- 
turer in Forensic Medicine, College of Physicians and Surgeons, Co- 
lumbia University; Lecturer on Criminologic Medicine, New York 
Police Academy; Milton Helpern, M.D., Chief Medical Examiner of 
the City of New York; Associate Professor of Forensic Medicine, New 
York University Post-Graduate Medical School; Lecturer in Legal 
Medicine, Cornell University Medical College; Lecturer on Crimi- 
nologic Medicine, New York Police Academy; and Charles J. Um- 
berger, Ph.D., Toxicologist, Office of the Chief Medical Examiner of 
the City of New York; Assistant Professor of Forensic Toxicology, 
New York University Post-Graduate Medical School. Ed. 2. Cloth. 
Pp. 1349, with illustrations. Price $22.00. Appleton-Century-Crofts, 
Inc., 35 W. 22nd St., New York 1, 1954. 


This book is reviewed in this issue of THE JoURNAL in the 
columns of the Bureau of Public Education on Health. 
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In special diets— 
recipes make the difference 


Dull appetites perk up 
...your recommendations are more en- 
thusiastically followed — if your special- 
diet patients have menus that are as 
appetite-stimulating as they are whole- 
some. The use of Gerber’s Strained or 
Junior (Chopped) Foods, as indicated— 
plus the help of *“Recipes for Special 
Diets”... makes the combination feasible 
for Bland, Soft, Mechanically Soft, Liquid, 
and Low-Residue Diets. 


The tempting true color and true flavor 
of Gerber’s great variety, along with high 
nutritive values, fine texture, and bland 
seasoning—all combine for diets 

equally satisfactory to you and 


DINNER MENU 


(based on recipes from Gerber's 
“Special Diet’’ booklet) 


Cream of Vegetable Soup............ (pg. 16) 
Mock Chicken Legs..............--.--.--+ (pg. 24) 
(pg. 20) 


Fruited Rice Pudding...................... 


2K SQUASH CUSTARD 
2 containers Gerber’s Strained Squash 
% cup orange juice 3 Tbs. sugar 
| l egg Salt 
a J Combine ingredients. Bake in oiled baking 
os dish or 3 custard cups for 35 mins. in moderate 
even (350°). 


Gerber's 


4 CEREALS + 60 STRAINED AND JUNIOR MEATS, 
VEGETABLES, FRUITS, DESSERTS 


FREE COPIES of Ger- 
ber’s “Recipes for Special 
Diets!” Write on your let- 
terhead to Dept. 3710-4, 
Fremont, Michigan. 
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Latest clinical report proves cortisone no better than 
aspirin in the treatment of rheumatoid arthritis. 


On May 29th, 1954, the Joint Committee of the 
Medical Research Council and Nuffield Foundation 
published a most significant finding on arthritis therapy 
—that “for practical purposes” there appears to be 
“surprisingly little to choose between cortisone and 
aspirin.” 

“Sixty-one patients in the early stages of rheumatoid 
arthritis... have been allocated at random to treatment 
with one or other agent (cortisone 30 cases, aspirin 31 
cases).. 


“Observations made one week, eight weeks, thirteen 
weeks, and approximately one year after the start of 
treatment reveal that the two groups have run a closely 
parallel course in nearly all the recorded characteristics 
—namely, joint tenderness, range of movement in the 
wrist, strength of grip, tests of dexterity of hand and 
foot, and clinical judgments of the activity of the disease 
and of the patient’s functional capacity.” 


These findings spotlight an earlier report that “aspirin 
in large doses has definite beneficial results closely akin 
to those received from ACTH.” 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Cortisone vs. Salicylate in Rheumatoid Arthritis 


Journal A.O.A. 
October, 1954 


High gastric intolerance to aspirin noted among arth- 
ritics—a problem easily met by the use of BUFFERIN. 

In this latest study, the side-effects recorded for both 
groups “were equal in the early months of treatment, 
but became less in the aspirin group as time passed.”* 

Of clinical significance, however, is the high percent- 
age of gastric intolerance to straight aspirin found among 
the arthritic patients—42% as against 3 to 10% vari- 
ously reported for the general population.*:* 

Earlier investigations reveal the disadvantages of 
using sodium bicarbonate with aspirin—namely, the 
lowering of blood salicylate levels and the possible 
retention of the sodium ion.” 

BUFFERIN Offers an answer to this problem. 


Unlike straight aspirin, BUFFERIN is well tolerated, 
even when given in large doses.* 

BUFFERIN contains no sodium. It combines aspirin 
with two antacid and buffering agents which protect the 
gastric mucosa against irritation from salicylates—at the 
same time providing faster absorption of salicylates 
into the blood stream. 

REFERENCES: 1. Brit. M. J. 1:1223 (May 29) 1954. 2. M. Times 81:41 (Jan. 


1953. 3. J. Am. Pharm. Assoc., Sc. Ed. 39:21, 1950. 4. Ind. Med. 20:480 
(Oct.) 1951. 


... because BUFFERIN provides relief of arthritic 
pain without upsetting the stomach. 


. - because BUFFERIN’s antacids effectively prevent 
gastric irritation and speed the absorption of 
BUFFERIN’s analgesic ingredient. 


.. because BUFFERIN’s antacids do not lower the 


blood salicylate levels, as does sodium bicar- 
bonate. 


bottles of 100. 


BUFFERIN® should be used for the long continued 
salicylate dosage required by ARTHRITICS 


Each BUFFERIN tablet combines aluminum glycinate and 
magnesium carbonate with 5 grains of acetylsalicylic 
acid. Available in vials of 12 and 36 tablets and in 


BRISTOL-MYERS CO.., 19 west 50 Street, New York 20, New York 


BUFFERIN ACTS TWICE AS FAST AS ASPIRIN 
DOES NOT UPSET THE STOMACH 
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new potency, 125 mg. per 5 cc., 


for dosage convenience— 


pius good taste during and after 


Oral suspension 


(CHOCOLATE FLAVORED) 


Uniquely palatable dosage form for the treatment of a wide range of 
common infections with the newest broad-spectrum antibiotic, distin- 


guished for unsurpassed tolerance and rapid eflicacy. 


newly formulated to assure maximum cooperation in 
your dosage regimens, for chocolate flavor is universally regarded as a 
favorite of young and old. 


newly formulatedé for further convenience in dosage 
for patients, young and old alike—each teaspoonful of new Tetracyn 
Oral Suspension contains 125 mg. of tetracycline. Dosage is easily ad- 
justed for the smallest or largest patient. 


Tetracyn Oral Suspension (chocolate flavored) 
is supplied in a 2 oz., silicone-treated, “drain-free” bottle containing 1.5 
Gm. of Tetracyn. When reconstituted, the chocolate-flavored suspen- 


sion supplies 125 mg. of tetracycline in each palatable teaspoonful (5 cc.). 


536 Lake Shore Drive, Chicago 11, Illinois 


ETHICAL PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 
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CLINIC 


“In addition to the allergy and sei this patient 
has a CHRONIC NONSPREGIEIC URINARY TRACT INFECTION. 
Since prolonged treatmema be Mecessary, a urinary antiseptic should 
be prescribed which cause segsitization.” 


for prolonged therapy of chronic urinary tract infections 


MANDELAMINE’ 


“Reactions to Mandelamine are unusual and it is a rare patient who cannot or will 
not take this drug.”* 
“Because of its virtual lack of toxicity and its effective antibacterial action, 
Mandelamine is especially useful in circumstances in which the patient is not 
under constant medical supervision.” 
Mandelamine is simple to administer . . . economical . . . highly acceptable to 
the patient. 1. Connecticut M. J. 14:994. 1950., 2. J. Urology 55:674, 1946. 
Adult dosage: 3 to 4 tablets t.id. Children: in proportion. 

S 


NEPERA CHEMICAL Co., INC. — 
PHARMACEUTICAL MANUFACTURERS, NEPERA PARK, YONKERS 2, N. Y. 


“Mandelamine” is a registered trademark of Nepera Chemical Co., Inc., 
for its brand of methenamine mandelate. 
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Maxicon ASC is just 
one example of how 
General Electric x-ray 
equipment leads the 


way in performance 


Hfres a low-priced diagnostic x-ray unit that 


offers complete reliability and flexibility for improve the x-ray and electromedical apparatus 
both radiography and fluoroscopy. A single-tube available to the medical profession. 
combination unit with a table-mounted tube stand, Backing this broad line of quality equipment is a 
Maxicon ASC provides two-tube efficiency at one- network of strategically located, factory-operated 
tube cost. district offices. Through them, a highly trained x-ray 

It's the same story regardless of the x-ray equip- specialist is available to you at all times. 

ment or supplies you need: At General Electric Whatever your diagnostic or therapeutic needs, 
your money buys more performance . . . more de- call your G-E x-ray representative. Or write X-Ray 
pendability. This is the predictable results of Gen- Department, General Electric Company, Milwaukee 
eral Electric's never-ending search for ways to 1, Wisconsin, Rm. R-101. 


Progress is our most important product 


Like all G-E products, Maxicon 


ASC can be yours without initial 
capital investment on G-E’s N A L LE CT | C 
Maxiservice® rental plan 


Table positions from 10° Trendelenburg to vertical Yves Yes | NO | YES 
No other Variable speed table angulation ves NO | NO | NO 

2 Radiation-protective table ponels ves NO | NO | NO 
low-priced x-ray unit 18-in. focal-spot to table-top distance for fluoroscopy YES NO | NO| YES 
includes all these proving | | wo | wo | no 
Signal-light centering system for Bucky radiography ves NO | NO | NO 
Plus features Provision for cross-table radiography _ Yes NO | NO | NO 

| . 12-step line-voltage compensator ves NO | NO | NO 
Automatic selection of large or small focal spot yes yes | NO | NO 

45 x 78-in. of less spoce requirement | NO | NO| NO 


2 T | 
your money! 
‘I 


THIAMINE RIBOFLAVIN 
6% 


UNENRICHED BREAD.... 


j superior nutritive value of enriched 
bread over unenriched bread is emphasized by 
analytical data recently published by the United 
States Department of Agriculture.! Comparison 
of the two kinds of bread indicates how much 
more effectively enriched bread contributes to 
nutritional needs. 


Since enriched breads represent an estimated 
85 per cent of all commercially produced bread, 
the evidence shows that bread enrichment has 
notably increased the B vitamin and iron intake 
of our population. For this reason enriched bread, 
since 1941 (when it was first marketed), has been 
a valuable aid in reducing the incidence of at- 
tributable deficiency diseases.*4 


But enriched bread contributes to good nutri- 
tion in other ways, too. The 13 grams of protein 
supplied by 51% ounces (estimated average daily 
consumption) aids notably in the satisfaction of 
the daily protein requirement. Since virtually all 
enriched bread today contains substantial 
amounts of nonfat milk solids, its protein—con- 
sisting of flour and milk proteins—is biologically 
effective for growth as well as tissue maintenance. 


Because of its high nutrient value, its easy and 
almost complete digestibility, and its universally 
accepted pleasant, bland taste, enriched bread 
merits a prominent place not only in the general 
diet, but in special diets as well. In many reduc- 
ing diets 3 or more slices daily are included. The 
average slice of machine-sliced enriched bread 
supplies only 63 calories. 


At notably low cost, enriched bread is making 
a valuable contribution to the nutritional health 
of the American people. 


1. Watt, B.K., and Merrill, A.L.: Composition of Foods— 
Raw, Processed, Prepared, United States Department 
of Agriculture, Agricultural Handbook No. 8, 1950. 


2. Data furnished by the Laboratories of The American 
Institute of Baking, Chicago, Illinois. 


3. Sebrell, W.H., Jr.: Trends and Needs in Nutrition, 
J.A.M.A. 152:42 (May 2) 1953. 


4. Flour and Bread Enrichment, 1949-50, The Committee 
on Cereals, Food and Nutrition Board, National Re- 
search Council, 1950. 


® The Seal of Acceptance denotes that the nutritional 
. statements made in this advertisement are acceptable 
to the Council on Foods and Nutrition of the American 
Medical Association. 


B VITAMIN AND IRON CONTRIBUTION OF 5/2 OUNCES" OF ENRICHED AND UNENRICHED BREADS AND PERCENTAGES OF — 
RECOMMENDED DAILY ALLO WANCES** 


ENRICHED BREAD UNENRICHED BREAD 
Percentages of (prior to 1941) 
Amounts Recommended Daily Amounts Percentages of 
Allowances Recommended Daily 
Allowances 

THIAMINE 0.37 mg. 25% 0.08 mg. 5% 
NIACIN 3.40 mg. 23% 1.40 mg. 9% 
RIBOFLAVIN 0.23 mg. 14% 0.09 mg. 6% 
IRON 4.1 mg? 34% 1.09 mg. 9% 

*An estimated amount of bread consumed daily by the average person. 

**Daily dietary allowances recommended by the National Research Council for a 143 Ib. man, 45 years old. 


AMERICAN BAKERS ASSOCIATION 20 NoRTH WACKER DRIVE, CHICAGO 6, ILL. 
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the most widely used Diathermy—now better than ever 


INTRODUCING 
NEW 1955 
RAYTHEON 
MICROTHERM: 


mew... Functional design in a trim, sleek 
cabinet with streamlined operating panel. 


new ...Safety monitors that prolong life 
of parts: automatic shut-offs protect equip- 
ment, prevent errors. 


new...Warranty of two full years on all . 
parts—a guarantee of reliable quality and J 
craftsmanship throughout. = 


and... 
just in time to serve the broadening range 


of new Raytheon Microtherm applications 
now being reported in professional papers. 


Ask your medical equipment dealer 


to demonstrate the new Raytheon 


Microtherm, Model CMD-10, 


RAYTHEON MANUFACTURING COMPANY 
Microwave and Power Tube Operations, Waltham 54, Massachusetts 
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IN THE COMMON COLD... 


MULTIPLE ANTIHISTAMINE ¢ 
ANALGESIC * ANTIPYRETIC 


Taken at the onset of symptoms, Multihist + APC 
quickly noe the troublesome rhinorrhea of the 
common cold and relieves such general symptoms as 
headache, backache, and other discomfort. Each capsule 
provides 15 mg. of the Multihist combination (5 mg. 
each of Pyrilamine maleate, Prophenpyridamine maleate, 
and Phenyltoloxamine dihydrogen citrate) together with 
aspirin 3% gr., phenacetin 2% gr., and caffeine % gr. 
Because each antihistamine is provided in an amount 
virtually incapable of producing drowsiness or lethargy, 
the incidence of side effects is greatly reduced. Average 
dose, 2 capsules initially, fol mone | by 1 capsule at 
4-hour intervals. Available on prescription through all 
pharmacies. 


SMITH-DORSEY 


Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


multiple 
antihistamine 
therapy means 
reduced 
incidence of 
side effects 
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Cholesterol- 
Phospholipid 


CHOLESTEROL LEVELS 


in Atherosclerosis, Otosclerosis, Vitreous Opacities, Liver Disorders 


Extensive clinical experience using Lipozyme and Betazyme has demonstrated 
the superior response of patients with degenerative diseases to the balanced 
therapeutic approach provided by these two enzyme preparations. Adminis- 
tered concurrently, they act effectively to reverse the biochemical imbalance, 
in which hypercholesterolemia is induced by disturbed cholesterol-phospholipid 


LIPOZY | TAZY ME 
TABLETS /‘\\ TABLETS 


Tablets supply balanced 
amounts pf oxytropic factors: all the B 
vitamins,\cocarboxylase, yeast enzy- 


Lipozyme Tablets supply cor 
anced proportions of lipotropi¢ f: 
choline, methionine, and ingsito] 
proximately one gram total per ta 
to reduce the cholesterol l¢vels 
blood. 


DOSAGE: One tablet of each t.i.d., 
after meals 
SUPPLIED: Bottles of 100 tablets 


* 


REFERENCES 


1 Eggers, H.: “Lipotropic substances for 
the absorption of vitreous opacities,” 
New York St. J. Med. 51:2255, 1951. 


2 Kopetzky, S. J.: “Reversal of the bio- 

chemical processes in cases of cochlear 
and vestibular dysfunction,” J. Int. 
Coll. Surg. 13:139, 1950. 


3 Tuttle, E.: “Methods of the early deter- 
mination of atherosclerosis and preven- 
tive measures,” J. Ins. Med. 5:4, 1950. 


45 
to 
(ap- 
blet natic hydrolysate, divalent minerals | 
f d ino\ acids, to promote cellular ' 
oxidation 


q 2. From the famous Carnation 
Farms near Seattle, cattle from 
world-champion bloodlines are 
shipped to supplier herds to help 
improve the Carnation Milk supply. 


continuing research guards the 
purity and nutritive values of Car- 
nation Milk—develops new and im- 
proved processing methods. 


q 4. Carnation supfflier dairy herds 
and farm equipment are inspected 
regularly by Carfation Field Serv- 

ice Men. Only milk meeting Carna- 

tion’s high standards is accepted. 


is processed solely by Carnation, in 
‘Carnation’s own plants, to Carna- 
tion’s high standards, assuring con- 
stant high quality, uniformity. 
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How Carnation 
protects the baby’s formula 
from farm to bottle 


3. In the Carnation laboratories, > 


5. Every drop of -Carnation Milk p> 


October, 1954 


Guards Your Recommendation 
Five Important Ways 


1. When a mother reaches for 
Carnation milk at her food store, 
she may do so with assurance of 
its freshness and uniform high 
quality. Carnation milk store 
stocks are date-coded and in- 
spected regularly by Carnation 
salesmen. Thus, Carnation’s con- 
stant quality control guards your 
recommendation—to the last pos- 
sible moment before fine Carna- 
tion milk becomes part of your 
prescribed formula for the indi- 
vidual baby. 


of milk from the cup. 


A NEW IDEA! 


i ; More and hysicians are su - 
The mi | kK every 
do ctor kn ows! Milk during the transition from bottle 


to cup, to avoid digestive upsets and 
encourage baby’s ready acceptance 


e 

46 
| ¥ 4 
: 
. 
=. 


ry 


assimilable 


- Basy-to-take EDIOL is a completely stebilized 
oral fat emulsion. Its unusually small parti¢ 


size (average, 1 micron) favors agse 


digestion and oily taste. 
» Just 2 tablespoonfuls in a glass of fresh milk, 


provide 1200 extra calories. Good- ‘tasting 
 EDIOL i is supplied in one pint bottles. } 


Available Upon Request 
BLUEPRINT FOR DIAGNOSIS AND MANAGEMENT — 


THE UNDERWEIGHT SYNDRO 


HENLEY LABQRATORIES, INC., NEW YORK 
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From 


More and more physicians* find citrus preferable to synthetic ascorbic acid — 
whenever supplementary vitamin C is indicated, since it promotes efficient and 
complete ascorbic acid utilization. For therapy (except in massive doses) or 
prophylaxis,.citrus fruit or juice supplies vitamin C in a most readily utilized 
form ... concomitantly providing vitamin A, important B complex factors 
(including inositol), essential minerals, amino acids, and protopectin. 


* Chick, H.: Nutrition 7:59, 1953; Cotereau, H. et al.: Nature 161:557, 1948. 
Jolliffe, N. et al.: Clinical Nutrition; Hoeber, New York, 1950; pp. 586-601. 


Ce FLORIDA CITRUS COMMISSION 
Lakeland, Florida 


- 
ORANGES « GRAPEFRUIT TANGERINES 


Dy | 
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THE ADVANTAGES OF 


OPTIMAL FORM 


in the : combination 1 therapy of hypertension 


Veriloid 


S ina single tablet 
for moderately severe hypertension 


Each tablet contains | mg. Rauwiloid and 3 mg. 
Veriloid. Initial dose, one tablet t.i.d., p.c. 


Rauwiloid+Hexamethonium 


<> in a single tablet 
for rapidly progressing, otherwise intractable hypertension 


Each tablet contains | mg. Rauwiloid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, % tablet q.i.d. 


Simpler Therapy— Simplified dosage regimen, simplified dosage 
adjustment, and easier patient management . . . lessened patient 


supervision. 
Greater Efficacy— Under the synergistic influence of Rauwiloid, the 


potent antihypertensive agents act with greater efficacy at lower, 
better tolerated dosages. 


Greater Safety— Notable freedom from chronic toxicity—the agents 
in these combinations have not been reported to cause sensiti- 
zation or chronic toxic manifestations. 


Better Patient Cooperation—Iin each instance, only one medi- 
cation to take . . . hence easier-to-follow dosage instructions. 


Riker LABORATORIES, INC., tos anceves 48, cau. 
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Typical growth curve of Typical growth curve of 


S-M-A fed baby breast fed baby 
Schematic Section on Wetzel Grid Schematic Section on Wetzel Grid 


... The growth patterns of S-M-A and breast fed 
babies are very much alike. Clinical studies have shown 
that development traits, including height and weight, 
are parallel—and often identical—for S-M-A and 
breast fed babies. This may be expected because 

the nutritional qualities of S-M-A satisfy infant 
requirements essential for sound, sturdy growth. 


S-M-A liquid—cans of 13.9 fl. oz. 


S-M-A powder—cans of | pound 


A penny an ounce 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Ninth Annual Convention, 
Biltmore and Statler Hotels, Los 
Angeles, July 18-22. Program 
Chairman, W. Donald Baker, 3450 
W. 43rd St., Los Angeles. 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual 
meeting, Jacksonville, Fla., February 
7-10. Secretary, Harold K. Morgan, 
3268 W. 32nd Ave., Denver 11. 

American College of Osteopathic Pedia- 
tricians, Region I, annual all-day pro- 
gram, auditorium of the Philadelphia 
College of Osteopathy, 10:00 a.m., 
December 5. Secretary, Samuel L. 
Caruso, 2837 W. Allegheny Ave., 
Philadelphia 32. 

American College of Osteopathic Sur- 
geons, annual meeting, Hotel Baker, 
Dallas, Tex., October 31-November 4. 
Administrative Secretary, Mrs. O. F. 
Martin, Box 474, Coral Gables 34, Fla. 
Program Chairman, J. Donald Sheets, 
12561 Third Ave., Highland Park 3, 
Mich. 

American Osteopathic Academy of Or- 
thopedics, annual meeting, Hotel 
Baker, Dallas, Tex., October 31-No- 
vember 3. Secretary, J. Paul Leonard, 
2673 W. Grand Blvd., Detroit 8. Pro- 
gram Chairman, Walter R. Garard, 
809 S. Hobart Blvd., Los Angeles 5. 

American Osteopathic College of Anes- 
thesiologists, annual meeting, Hotel 
Baker, Dallas, Tex., October 31- 
November 4. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 
Program Chairman, Armin L. Kar- 
bach, 316 N. Center, Arlington, Tex. 

American Osteopathic College of Radi- 
ology, annual meeting, Hotel Baker, 
Dallas, Tex., October 30-November 3. 
Secretary, H. Miles Snyder, Art Cen- 
tre Hospital, 5435 Woodward Ave., 
Detroit 2. Program Chairman, John 
H. Pulker, Flint Osteopathic Hospital, 
416 W. Fourth Ave., Flint 4, Mich. 
American Osteopathic Hospital Associa- 
tion, annual meeting, Hotel Baker, 
Dallas, Tex., October 30-November 3. 
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Beneath the surface 


Lange and Weiner’ suggest the term 
“hyperkinemics” to describe preparations 
such as Baume Bengué which produce 
blood flow through a tissue area. 

They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. 

below the surface of the skin. 


In arthritis, myositis, muscle sprains, 
bursitis and arthralgia, Baume Bengué 
induces deep, active hyperemia and 
local analgesia. Systemically, Baume 
Bengué promotes salicylate action against 
underlying disease factors. It provides 
the high concentration of 19.7% methy] 
salicylate (as well as 14.4% menthol) 

in a specially prepared janolin base 

to foster percutaneous absorption. 


Invest. Dermat. 12:263 (May) 1949. 
ANALGES:QUE 


Available in both regular and mild strengths. 


Ahet. Leeming 155 East 44th Street, New York 17, N.Y. 


Executive Secretary, Mr. Robert P. 
Chapman, 1011 Kahl Bldg., 326 Third 
St., Davenport, lowa. Program Chair- 
man, Mr. Keith Bowker, Flint Osteo- 
pathic Hospital, Flint, Mich. 

American Osteopathic Society of Proc- 
tology, annual clinical assembly, Belle- 
vue - Stratford Hotel, Philadelphia, 
April 14-16. Secretary, Carl S. Still- 
man, Jr., 3523 Fifth Ave., San Diego 
3, Calif. Program Chairman, Joseph 
W. Kenney, 718 Guaranty Bldg., In- 
dianapolis. 

Arizona, annual meeting, Paradise Inn, 
Phoenix, April 22-24. Secretary, H. 
E. Allshouse, 2243 N. 12th St, 
Phoenix 22. 

Central States Osteopathic Society of 

Proctology, annual meeting, Van Or- 

man Hotel, Fort Wayne, Ind., October 


17-19. Secretary, Ralph Deger, 1121 Hotel, Augusta, May 6-7. Program 

Xenia Ave., Dayton, Ohio. Chairman, Dr. Bell. 
Hawaii, annual meeting, Honolulu, Oc- 
tober 25-27. Secretary, Joseph W. 
é 7 _ Stella, 38 Young Hotel Bldg., Hono- 
Eastern Osteopathic Association, annual lulu 9, Program Chairman, C. W. Wy- 
meeting, Hotel Statler, New York man, 417 National Bldg., Honolulu 13. 
City, April 2-3. Secretary, Frank B. tii 5 al hag h Lick 
Tompkins, Baltimore Life Bidg., Balti- annual meeting, French 
’ Springs Hotel, French Lick Springs, 


Colorado: See Rocky Mountain Osteo- 
pathic Conference. 


May _ 14-17. Secretary, Arabelle B. 
7] W olf, 809-13 Odd Fellows Bldg., 
Indianapolis 4. 

Georgia, midyear meeting, Henry Grady Louisiana, annual meeting, Monteleone 
Hotel, Atlanta, October 24. Secretary, Hotel, New Orleans, October 21-22. 
C. A. Means, Anderson Bldg., Mari- Secretary, V. Lloyd Wharton, 406-07 
etta. Program Chairman, M. Lillian Weber Bldg., Lake Charles. Program 
Bell, 2075 Ridgewood Drive, N. E., Chairman, W. Luther Stewart, 525 


Atlanta 6. Annual meeting, Bon Air Johnson St., Alexandria 3. 
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[TO BE SURE!| 


Whether for office, examining room or 
to take on outside calls there is a scien- 
tifically accurate, easy-to-use instrument 
—the Baumanometer—to serve you. 
Thousands of physicians today find the 
STanpBY ideal for office use. You will, too. 

Simply place the STANDBY next to your 
patient. It occupies only 1 square foot of 
floor space, is always instantly ready — 
never in the way. 

With the StanpBy Model Lifetime 
Baumanometer you can BE SURE that 
your readings are accurate ... for every 
Baumanometer is a Master Instrument, 
scientifically accurate and guaranteed to 
remain so—a standard itself. 


STANDARD FOR BLOODPRESSURE 


The Stanpsy Model is available either with the 
bandage-type cuff, or with The New Cleanable 
Air-Lok® Cuff. Your surgical instrument dealer 
will be glad to send you one for your free trial. 


W. A. BAUM CO.,INC., COPIAGUE, L.1., NEW YORK 


Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively. 


Maine, midyear meeting, Bangor House, 
Bangor, December 3-4. Secretary, Ros- 
well P. Bates, 72 Main St., Orono. 
Program Chairman, James K. Mellott, 
132 N. Main St., Brewer. Annual 
meeting, Samoset Hotel, Rockland, 
June 17-18. 

Missouri, annual meeting, Hotel Colo- 
nial and Kentwood Arms_ Hotel, 
Springfield, October 13-15. Executive 
Secretary, Mr. Paul D. Adams, 325 
E. McCarty St., Jefferson City. Pro- 
gram Chairman, L. R. Morgan, 3014 
S. Main St., Joplin. 

New Mexico, annual meeting, Albuquer- 
que, April 28-30. Secretary, Robert E. 
Smith, 205 N. First St., Lovington. 

New York, annual meeting, Hotel Syra- 
cuse, Syracuse, October 15-16. Secre- 


tary, Robert E. Cole, 417 S. Main St., 
Geneva. Program Chairman, Allen S. 
Prescott, 800 Keith Theatre Bldg., 
Syracuse 2; co-chairman, Francis J. 
Beall, Jr., 1429 James St., Syracuse 6. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 21-23. 
Secretary, S. Dales Foster, 710 Pub- 
lic Service Bldg., Asheville. Program 
Chairman, Elizabeth E. Smith, 18 Wall 
St., Asheville. 


Ohio, refresher course, Netherland Plaza 
Hotel, Cincinnati, November 3-4. Ex- 
ecutive Secretary, Mr. William S. 
Konold, 50 E. Broad St., Columbus 
15. Program Chairman, William B. 
Carnegie, 813 The Arcade, Cleve- 
land 14. 


Journal A.O.A. 
October, 1954 


Oklahoma, annual meeting, Biltmore 
Hotel, Oklahoma City, November 8-10. 
Executive Secretary, Mr. Walter L. 
Gray, 210-212 Braniff Bldg., Oklahoma 
City. Program Chairman, Fred Green, 
Alva Osteopathic Hospital, 619 Center 
St., Alva. 


Rocky Mountain Osteopathic Conference, 
midyear meeting, Broadmoor Hotel, 
Colorado Springs, Colo., November 
12-14. Secretary, C. Robert Starks, 
1459 Ogden St., Denver 18. 


Utah and Wyoming, joint annual meet- 
ing, Logan, Utah, June 26-27. Secre- 
tary, Utah Society of Osteopathic 
Physicians and Surgeons, Alice E. 
Houghton, 600 Zion’s Savings Bank 
Bldg., Salt Lake City 1. Secretary, 
Wyoming Association of Osteopathic 
Physicians and Surgeons, G. A. Roul- 
ston, 2823 Central St., Cheyenne. 


West Virginia, midyear meeting, Green- 
brier Hotel, White Sulphur Springs, 
October 31-November 2. Secretary, 
Guy E. Morris, 542 Empire Bank 
Bldg., Clarksburg. Program Chairman, 
Joseph B. C. Bartram, Gilmer Clinic, 
Post Office Bldg., Glenville. Annual 
meeting, McClure Hotel, Wheeling, 
June 4-7. Program Chairman, Dr. 
Bartram. 

Wyoming: See Utah. 


State and National Boards 
ARIZONA 


Those interested in professional exam- 
inations should contact Russell Peterson, 
D.O., secretary, Board of Registration 
and Examination in Medicine and Sur- 
gery, 2747 East McDowell Road, Phoenix. 

Basic science examinations December 
21. Applications must be filed 2 weeks 
prior to examination. Address Herbert 
D. Rhodes, Ph.D., secretary, Basic Sci- 
ence Board, University of Arizona, 
Tucson. 


COLORADO 

Professional examinations in December 
at Denver. Address Samuel H. Brown, 
M.D., executive secretary, Board of Med- 
ical Examiners, 831 Republic Bldg., Den- 
ver 2. 

Basic science examinations December 
1-2 in the Lecture Room, second floor, 
Y.M.C.A. Bldg., E. 16th Ave. and Lin- 
coln St., Denver. Applications must be 
filed by November 17. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


DELAWARE 
Examinations January 11-13. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


DISTRICT OF COLUMBIA 
C. D. Swope, D.O., has been reap- 
pointed to the Board of Examiners in 
Medicine and Osteopathy for a term ex- 
piring December 31, 1958. 
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FLORIDA 

Professional examinations November 
27-28. Applications must be filed at least 
15 days prior to examination. Address 
R. Philip Coker, D.O., secretary, Board 
of Osteopathic Medical Examiners, 602 
E. 4th St., Panama City. 

Basic science examinations in Novem- 
ber. Address M. W. Emmel, D.V.M., 
secretary, Board of Examiners in the 
Basic Sciences, P.O. Box 340, Gaines- 
ville. 


HAWAII 

Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of candi- 
date’s application by the Board. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Hawaiian Trust Bldg., Honolulu 13. 


IDAHO 
Examinations November 9 at Boise. 
Address D. W. Hughes, D.O., secretary, 
Board of Osteopathic Examiners, 203 
Sun Bldg., Boise. 


ILLINOIS 
Examinations January 26-28, 160 N. 
LaSalle St., Chicago. Address Mr. Fred- 
eric B. Selcke, Superintendent of Regis- 
tration, Department of Registration and 
Education, State House, Springfield. 


IOWA 
Basic science examinations January 11 
at the Capitol Bldg., Des Moines. Ad-. 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 
KENTUCKY 


Carl J. Johnson, D.O., has been reap- 
pointed to the Board of Health for a 


term expiring December 31, 1957. 


MAINE 
Examinations November 9-10 at Au- 
gusta. Address George F. Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, Monument Sq., 
Dover-Foxcroft. 


MANITOBA 
L. B. Mason and G. Murphy, both of 
Winnipeg, have been reappointed to the 
Board of Osteopathic Physicians for 
terms expiring in 1957. 


MASSACHUSETTS 

Examinations January 11. Address 
Robert C. Cochrane, M.D.,_ secretary, 
Board of Registration in Medicine, Room 
33, State House, Boston 33. 


MICHIGAN 

Basic science examinations in January. 
Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, 116 Mason T. Bldg., Lansing. 

Roy G. Bubeck, Jr., Grand Rapids, has 
been reappointed to the Board of Osteo- 
pathic Registration and Examination for 
a term expiring April 30, 1959. 


MINNESOTA 

Basic science examinations January 4-5 
at the University of Minnesota, Minne- 
apolis. Applications must be filed by De- 
cember 10. Address Raymond N. Bieter, 
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‘For many years the natives of 
' the Dutch Indies have used the 
squeezed juice of the Curcuma in 
the treatment of diseases of the 


liver’ 


@allogen 


Gallogen (gal-o-jen) is the Massengill name for 
the synthesized active principle of the ancient drug 
Curcuma. The isolation and synthesis of the active 
principle permits the administration of a pure, 
standardized form of the drug. Gallogen is a true 
choleretic, not a bile salt. 


Gallogen acts directly on the hepatic cells. It 
stimulates the flow of bile which is whole in volume 
and composition. The choleresis is in proportion 
to the functional capacity of the liver and is prompt 
and lasting. 

Gallogen is indicated whenever it is desirable 
to increase the flow of bile, encourage activity 
P of the gallbladder and promote normal function 
of the biliary system. 


send for 
professional 
literature 
and 

sample 


MASSENGILL COMPANY, 


Supply: in bottles of 100 and 1000 tablets containing 
75 mg. of the diethanolamine salt of the mono-d-cam- 
phoric acid ester of p-tolylmethy! carbinol. 


Bristol, Tennessee 


M.D., 105 Millard Hall, University of 


Minnesota, Minneapolis 14. 


Wallace F. Kreighbaum, Minneapolis, 
has been reappointed to the Board of 
Osteopathic Examiners for a term expir- 
ing January 1, 1959. Officers of the 
Board are: President, Robert H. Clark, 
Northfield; vice president, Edmund C. 
Goblirsch, Little Falls; secretary-treas- 
urer, Dr. Kreighbaum. 


MISSOURI 
Officers of the Board of Osteopathic 
Registration and Examination are: Presi- 
dent, E. J. Gahan, Perryville; vice 
president, Leon B. Lake, Jefferson City; 
secretary-treasurer, F. C. Hopkins, Han- 
nibal. 


MONTANA 
Officers of the Board of Osteopathic 
Examiners are: President, Clem L. 
Shafer, Helena; secretary, Asa Wil- 
lard, Missoula; treasurer, T, G. Gun- 
derson, Billings. 


NEBRASKA 
Basic science examinations January 
11-12. Address Mr. Husted K. Watson, 
Director, Bureau of Examining Boards, 
Department of Health, State Capitol 
Bldg., Lincoln 9. 


NEVADA 
Professional examinations in January. 
Address Walter J. Walker, D.O., secre- 
tary, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 
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CONVERTIN supports digestive function 
by selective release of: 


hydrochloric acid in the stomach, 
and desoxycholie acid and pancreatin 
in the small intestine. 


Experience shows that the supplementation 
of gastric and pancreatic digestants is 
normally beneficial among the elderly.! 


ONVE RTIN’® 


digeslanl 


permit a more varied diet . . . better 
nutrition ... by partial replacement 
of digestants diminished with age. 


Each CONVERTIN Tablet is actually two 
tablets in one: 

A sugar-coated outer layer designed to 
release in the stomach: 

Betaine HCl... 130.0 mg. (Provides 


5 minims Diluted Hydrochloric Acid U.S.P.) and 
Oleoresin Ginger . . . 1/600 gr. 


Surrounding an enteric-coated core designed 
to release in the small intestine: 

Pancreatin . . . 62.5 mg. (Equiv. to 

250 mg. U.S.P.) and 

Desoxycholic Acid... 50.0 mg. 


DOSAGE: Two tablets with or just after meals. 
Dose may be reduced, usually after first week, 
at the discretion of the physician. 

SUPPLIED: In bottles of 84 and 500 tablets. 


Available on prescription only 


& 6. F.ASCHER & COMPANY, INC. 


KANSAS CITY, MO. 
References: 1. Lee, R. 1.: Chicago M. Soc. Bull. : 48:503, 
1946. 2. Golob, M.: Am. J. Digest. Dis. 18:308, 1951. 
3. MeLester, J. S., and Darby, W. J.: Nutrition and Diet 
in Health and Disease, ed. 6, Philadelphia, 
W. B. Saunders Company, 1952, pp. 416, 476, 


Journal A.O.A, 
October, 1954 


Basic science examinations December 
4. Address Mr. John R. Richards, secre- 
tary, Board of Higher Education, 
Eugene. 


RHODE ISLAND 
Professional examinations January 6-7. 
Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulation, 366 
State Office Bldg., Providence. 
Basic science examinations November 
10. Applications must be filed 20 days 
prior to examination. Address Mr. Casey. 


SOUTH CAROLINA 

Examinations November 16 at Colum- 
bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Ex- 
aminers, Summerville. 

Dr. Johnson and Hallie H. Stubble- 
field, Greenville, have been reappointed 
to the Board of Osteopathic Examiners 
for terms expiring in May, 1958. 


SOUTH DAKOTA 

Basic science examinations December 
3-4 at the Medicine and Science Bldg., 
University of South Dakota, Vermillion. 
Applications must be filed by November 
18. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, 310 E. 
15th St., Yankton. 


TENNESSEE 

Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. 
E. Coy, D.O., secretary, Board of Ex- 
amination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 
TEXAS 
examinations reci- 
procity session December 2-4 at Fort 
Worth. Address M. H. Crabb, M.D., 
secretary, Board of Medical Examiners, 
1714 Medical Arts Bldg., Fort Worth. 

Basic science examinations October 
22-23. Arrangements should be completed 
1 week prior to examination. Address 
Mrs. Betty Ratcliff, Chief Clerk, Board 
of Examiners in the Basic Sciences, 407 
Perry-Brooks Bldg., Austin. 


VERMONT 
Examinations in January. Address J. 
Harry Spencer, D.O., secretary, Board 


Professional 


of Osteopathic Examination and Regis- 


Officers of the Board are: 
Walter L. White, Reno; vice president, 
John H. Pasek, Minden; secretary-treas- 
urer, Walter J. Walker, Reno. All three 
have been reappointed for terms expiring 
January 28, 1957. 

Basic science examinations January 4. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 

NEW MEXICO 

Basic science examinations October 17. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH CAROLINA 
T. T. Spence, Raleigh, has been reap- 
pointed to the Board of Osteopathic Ex- 


President, 


amination and Registration for a term 
expiring May 1, 1959. 


OHIO 
Examinations December 13-15 at Co- 


lumbus. Applications must be filed by 
December 1. Address H. M. Platter, 
M.D., secretary, Medical Board, 21 W. 


Broad St., Columbus 15. 


OKLAHOMA 
Ivan E. Penquite, D.O., Sapulpa, has 
been appointed to the Board of Examin- 
ers in the- Basic Sciences for a term 
expiring June 25, 1956. 


OREGON 
Professional examinations October 14- 
16. Address Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Exam- 
iners, 609 Failing Bldg., Portland 4. 


tration, 49 Congress St., St. Albans. 


WASHINGTON 
Professional examinations in January. 
Address Mr. Edw. C. Dohm, secretary, 
Professional Division, Department of 
Licenses, Olympia. 
Basic science examinations in January. 


Address Mr. Dohm. 


WEST VIRGINIA 

Theodore Sharpe, Martinsburg, was 
reappointed to the Board of Osteopathy 
for a term expiring June 30, 1957. Off- 
cers of the Board are: President, 
Theodore Sharpe, Martinsburg; vice 
president, Roland P. Sharp, Mullens; 
secretary-treasurer, W. S. Irvin, Ber- 
keley Springs. 


WISCONSIN 
Professional examinations January 11- 
12 at Madison. Address Thomas W. 
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Tormey, Jr., M.D., State Office Bldg., 1 
W. Wilson St., Madison. 

Basic science examinations December 
4 at Hotel Schroeder, Milwaukee. Appli- 
cations must be filed by November 26. 
Address Prof. William H. Barber, sec- 
retary, Board of Examiners in the Basic 
Sciences, 621 Ransom Ave., Ripon. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


October 31—Pennsylvania, Osteopathic 
Examining Board, $5.00. Address Mrs. 
Sara H. Longstaff, acting secretary, 
Board of Osteopathic Examiners, Bureau 
of Professional Licensing, Harrisburg. 


On or before November 1—Missouri, 
$2.00. Address F. C. Hopkins, D.O., sec- 
retary, Board of Osteopathic Registra- 
tion and Examination, 205 N. Fourth 


St., Hannibal. 
By November 1—Rhode Island, $1.00. 


Address Mr. Thomas B. Casey, Admin- 


istrator of Professional Regulation, 366 
State Office Bldg., Providence. 


December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for 
Osteopathic Physicians, 1226 Highland, 
Jackson. 


Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg, 
Sacramento 14. 


January 1—Florida, $5.00. Address R. 
Philip Coker, D.O., secretary, Board of 
Osteopathic Medical Examiners, Box 66, 
Panama City. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Sq., Dover-Foxcroft. 


1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of 
Osteopathic Physicians, 248 Moorgate 
Blvd., Winnipeg 12. 


January 1—New York, $5.00. bien- 
nially. A physician receiving a_ license 
the second year of any biennial registra- 
tion period pays a fee of $2.50 for a 
certificate expiring December 31 of such 
second year. Address Stiles D. Ezell, 
M.D., secretary, Bureau of Professional 
Examinations and Registrations, 23 S. 
Pearl St., Albany 7. 


January 


January 1—Ontario, $35.00. Address 
D. Gordon Campbell, D.O., secretary, 


is increased. 


Board of Directors of Osteopathy, 2 


Bloor St., E., Toronto 5. 


January 1—Pennsylvania, Surgeons 
Examining Board, $10.00. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bu- 
reau of Professional Licensing, Harris- 
burg. 


January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 


January 1—Utah, $3.00. Address Alice 
E. Houghton, D.O., secretary, Osteo- 
pathic Examining Board, 600 Zion’s Sav- 
ings Bank Bldg., Salt Lake City 1. 
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N EWI Improved 


Clutch-Mounted Skeleton 
held firmly at 2 places 


RIGID—With this new clutch-type | 
skeleton stand, the skeleton doesn’‘t 
hang from the cranium; it can‘t swing; 

it is held rigid at two places: 1. the 
cervical spine between the atlas and 
axis; 2. the sacrum. 


PRACTICAL—No strain-producing at- 
tachment is made to the bony structure. 
Instead, the new mounting is attached di- 
rectly to a metal rod passing through the 
| spinal canal. Thus, the weight of the whole 
_ skeleton is distributed evenly throughout the 
full length of the spinal column, and the skull 
can be removed without detaching skeleton 

from stand. Much rough handling and jarring 
care eliminated; the useful life of the skeleton 


AVAILABLE—All Clay-Adams skeletons are avail- 
_ able with this new clutch-iype mounting at no ad- 

ditional charge. Skeletons are prepared in our 
own workrooms from natural material. Care is taken 
in mounting to minimize wear at all friction points. 


Write for descriptive literature 


No reregistration. 
Pay $10.00 a year membership in the 


January—Alberta. 


College of Physicians and Surgeons, 
Alberta, in January. 

During January—Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 


Main St., New Britain. 

During January — Minnesota, $2.00. 
Address Wallace F. Kreighbaum, D.O., 
secretary, Board of Osteopathic Examin- 
ers, 2748 Hennepin Ave., Minneapolis 8. 


During January—Wisconsin, £3.00. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg. 1 W. 
Madison. 


Wilson St., 
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| 141 E. 25th St., New York 10 


*Specially processed non-diastatic 
malt extract neutralized with po- 
tassium carbonate. In 8 oz. and 16 
oz. bottles. 


Send for Samples 
and Literature 
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Borcherat 


MALT SOUP 


 Extract*™ 


A gentle laxative modifier of milk. One or two table- 
spoonfuls in the day's formula—or in water for breast 
fed babies—produce a marked change in the stool. 


SAVES DOCTOR'S TIME, TOO! 


Fewer phone calls from anxious mothers. Malt Soup 
Extract is merely added to the formula. Prompt results. 
Easy for mother to prepare and administer. Does not 
upset the baby. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. @ 


Chicago 12, Ill. 


GRANDMA, 


GOOD FOR 


A New Dietary Management for 


> CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 


*Specially processed malt extract 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, L. J. and Frederik, W. S.; Malt 
Soup Extroct os o Bowel Content 
Modifier in Geriatric Constipation. 
Journal-Lancet, 73:414 (Oct.) 1953. 


Soup Extract 


Send for 
Sample 


bacteria in the colon, thus producing 


soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 


provides corrective therapy for the colon, too! 


DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. * 


Chicago 12, Il. 
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in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municabie diseases. 

These are oral examinations which the 
candidate may take after having satis- 
factorily completed the first 6 months of 
a l-year internship in a hospital ap- 
proved by the American Osteopathic 
association for intern training. Part III 
is given annually at the above-named 
colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, 
Indiana. 


BETTER CARE FOR OLDER PEOPLE* 
By Leonard A. Scheele, M.D.+ 


When people with common responsi- 
bilities and common problems get to- 
gether at a “brass-tacks” meeting of this 
sort with the intention of finding out 
how they can put sound principles into 
practice, we really get down to imme- 
diate details of practical importance. It 
is then that we begin to feel the forward 
thrust of movement toward a common 
objective. 

This regional conference—the first of 
three to be held by the National Com- 
mittee on the Aging—meets the require- 
ments of a “brass-tacks” meeting. The 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 


Examinations in Part I consist of 
anatomy, including histology and embry- 


ology; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immynology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia. 

Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 


2-year study on Standards of Care for 
Older People in Institutions, conducted 
by the committee under the able direc- 
tion of Mrs. Edith Alt, is based on the 
experience of hundreds of organizations, 
institutions, individual experts, and older 
people themselves. Out of these expe- 
riences and collected facts, the study has 


*Reprinted from Public Health Reports, 
May, 1954. 

+Dr. Scheele, Surgeon General of the Pub- 
lic Health Service, presented this address at 
the Regional Conference on Methods of Es- 
tablishing and Maintaining Standards in Insti- 
tutions for Older People, sponsored by the 
National Committee on the Aging of the 
National Social Welfare Assembly, in Wash- 
ington, D.C., February 1954. Represented at 
the conference were the 13 States, Maine, New 
Hampshire, Vermont, Massachusetts, Rhode 
Island, Connecticut, New York, New Jersey, 
Pennsylvania, Delaware, Maryland, West Vir- 
ginia, and Virginia, and the District of Co- 
lumbia. 
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drawn some basic principles—in a field 
of service so new that there were very 
few guides to the formulation of prin- 
ciples. Now the time has come to test 
the principles in the fire of new expe- 
rience; specifically, in the future action 
of responsible officials and operators of 
institutions for older people; in the deci- 
sions of boards of trustees and other 
policymakers; and in the action of reli- 
gious, voluntary, and professional groups. 
This new experience will be further 
judged by other citizens—the older peo- 
ple themselves, their families and friends, 
and the large group we call the “whole 
community.” 

There are more than 4 million men 
and women, 65 years of age and over, in 
the 13 States and the District of Co- 
lumbia, which you represent at this 
conference. This means that what you 
decide here over the weekend and what 
you do at home next week and the 
months ahead will affect profoundly the 
health and happiness of more than one- 
third of the Nation’s older people. That 
is a sobering thought. So let us first 
consider the health of older people in 
homes for the aged and in nursing 
homes. 


THE PROBLEM AS WE SEE IT 

The need for facilities of this type has 
grown—and is growing rapidly. To sup- 
ply the need is a problem which, like old 
age itself, has crept up on us—on the 
Nation, and on our communities, and on 
the old people and their families. Prob- 
ably no two groups represented at this 
conference will view the problem in pre- 
cisely the same way. I am sure, how- 
ever, that we all agree it must be solved 
in such ways as will protect and promote 
the health of all older people. 

We cannot do justice to one of the 
major issues of our generation if we ap- 
proach the problem of better care for 
older people in institutions narrowly. 
We must relate our thinking about insti- 
tutional care to the entire spectrum of 
physical, mental, social, and economic 
factors that make up the total problem 
of aging. 

Health is at the heart of every aspect 
of aging. Every study that has been 
made in the past 25 years bears out this 
viewpoint. The more recent data under- 
score the findings of a generation ago— 
and show that the burden of ill health 
among the elderly has increased in vol- 
ume. It will continue to do so. 


Older people get sick more often 
their illnesses are more frequently dis- 
abling and last longer. Most of you 
would confirm that statement on the 
basis of your daily experience—whether 
you are a physician, social case worker, 
public health nurse, welfare administra- 
tor, or manager of a nursing home. 

In planning for the better care of 
older people, however, it is important for 
us to realize that chronic “degenerative” 
diseases occur four times as frequently 
among the old-age group as in the gen- 
eral population. Long-term illness, dis- 
abling 30 days or longer, occurs twice 
as frequently among the elderly and the 
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average period of disability due to 
chronic illness is more than four times 
as long for the older person as for the 
average person in the general population. 


Diseases of the heart, blood vessels, 
and kidneys account for nearly one-third 
of the disabling illnesses among older 
people. Arthritis, tuberculosis, other dis- 
eases of the bones and joints, accidents, 
diabetes, cancer, and eye diseases make 
up the remaining major causes of long- 
term, disabling illness among the elderly. 
Nevertheless, we find in the same old-age 
groups high case rates for such acute 
ailments as bronchitis, influenza, pneu- 
monia, and diarrhea. 


Findings from the survey in the East- 
ern Health District of Baltimore, cov- 


ering the 5-year period 1938-43, also 
reveal significant differences in the sick- 
ness experience of the two sexes. Older 
women, for example, are more frequently 
confined to bed than are older men, but 
on the average, the total days in bed 
are fewer for the women. 


Disabling home accidents occur among 
older people three times as frequently 
as in the general population. Among 
older women, however, the disability rate 
is more than double that among older 
men and is nearly five times that in the 
general population. 


These findings bring into sharp focus 
the relationship of health to the total 
problem of aging. It is true that we can 
confidently 


expect advances in medical 


ee of a 


uw 


science with respect to the diagnosis 
and treatment of the major causes of 
disability in the general population and 
in the older age-groups. Physicians un- 
doubtedly will be able to deal more ef- 
fectively with many of the disabilities of 


old age. Nevertheless, the disabilities 

must be dealt with in individual patients, 

whose numbers will increase. 

Parallel with the anticipated increase 
in numbers of older people, we can ex- 
pect increased demands for physicians’ 
services, hospital care, and nursing serv- 
ices. The aging of the population also 
means an increasing ‘concentration of 
such services on the chronic diseases. 
Only by increased efforts to prevent 
chronic diseases or modify their dis- 
abling effects will we be able to reduce 
significantly the burden they impose up- 
on our medical and hospital resources 
and on the total national economy. 

We do not have adequate estimates of 
the number of elderly patients hospital- 
ized annually in our general hospitals, 
nor of the number hospitalized for 
chronic disease. The American Hospital 
Association, however, estimates that 
from one-fourth to one-half of the an- 
nual days of hospitalization provided in 
general hospitals is for chronic diseases. 
In view of the higher rates of chronic 
disease in the old-age group, it is safe 
to assume that a considerable share of 
those days is devoted to older people. 

Some significant figures have been is- 
sued recently by the Public Health Serv- 
ice’s National Institute of Mental Health 
regarding older people in State mental 
hospitals. The rate of admissions for 
persons over 65 has increased from 148 
per 100,000 population in 1933 to 225 
per 100,000 in 1948. Mental diseases of 
old age account for about 27 percent of 
first admissions and for 11 percent of 
all resident patients. Of those patients 
who have been in the hospital from 1 to 
4 years, 21 percent have been admitted 
for diseases of old age. New York State 
estimates that 2 percent of its entire 
older population (65 years and over) is 
resident in mental hospitals. 

The data I have presented do not re- 
veal the true magnitude of disabling 
illness among older people. When we 
consider the available figures, however, 
we cannot avoid consideration of the 
social and economic implications of the 
problem. 

The cost of prolonged hospitalization 
of patients in general hospitals is likely 
to be prohibitive—not only for the vast 
majority of elderly persons, but also for 
their families and for the community in 
its provisions for the dependent aged and 
disabled. Chronic disease hospitals, con- 
structed as units of general hospitals, 
offer many economic advantages in pro- 
viding hospital care for the aged. In 
1952, such hospitals were operated at 
$6.63 per patient-day, in contrast with a 
cost of $18.35 per patient-day in general 
hospitals. At the present time, the Na- 
tion has a total of about 55,000 beds in 
chronic diseases hospitals. State hospital 
agencies report that one-fifth of these 
are nonacceptable beds because they are 
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penditure by consumers for medical 
care. In addition to the costs of main- 
taining older people in public mental in- 
stitutions and tuberculosis hospitals, pub- 
lic assistance funds in the amount of 


nearly $200 million are spent annually 
for medical and hospital care of the 
aged alone. 

Old age, ill health, and financial diffh- 
culties go hand in hand for the great 
majority of our older people. Ill health 
is a major cause of retirement when the 
beneficiary of old-age and survivors in- 
surance reaches age 65, and his reduced 
income is seldom equal to the strain of 
heavy medical expenses in a critical or 
prolonged illness. His savings and other 
assets may be sharply depleted, even 
wiped out, in a single year. Financial 
disaster and dependency are too often 
the end result of illness in old age. 
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tutions, could be better cared for in 
nursing homes or chronic disease hos- 
pitals. Many others who have no recog- 
nized illness or handicap could undoubt- 
edly benefit from some type of sheltered 
care. 

The health status of such an impor- 
tant segment of the population is of se- 
rious concern to public health agencies. 
Likewise, the environmental conditions 
under which older people live and the 
health services provided them are of 
public health concern. 

Our State and local health and wel- 
fare agencies have a background of ex- 
perience in this field. Their technical 
staffs can help tremendously in the de- 
velopment of satisfactory facilities and 
programs for the care of older people. 
These official agencies realize, however, 
that practical advances in this field de- 
pend upon the maintenance of standards 
which have been jointly developed and 
agreed to by all of the official and vol- 
untary organizations directly concerned. 

In our country, we have relied upon 
self-discipline and cooperation with State 
and local governments to give us stand- 
ards of medical, dental, nursing, educa- 
tional, legal, and many other profes- 
sional services. The high quality of pro- 
fessional services in the United States 
shows that our confidence in this process 
of partnership has not been misplaced. 

The initiative and current activity of 
the National Social Welfare Assembly 
and its Committee on the Aging in the 
field of institutional care for older peo- 
ple, therefore, are in the best traditions 
of our country. The report on standards 
of care which you are considering at 
this conference will be a landmark for 
all future advances in this field. 

Much additional factfinding remains 
to be done. I am happy to report that 
the health and welfare departments of 11 
States are now cooperating with another 
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BETTER HEALTH—BETTER CARE 

Under these conditions, many of our 
older people watch their long-cherished 
hopes for self-financed “gracious living 
in the later years” vanish. And with 
their hopes, their will to regain health 
vanishes. Can we at this conference and 
our counterparts in other parts of the 
country do anything to revive those 
hopes and make “gracious living” a 
reality for more older people? I think 
we can—if we begin to think and act 
now as though better health and better 
care were but two sides of one coin— 
inseparable. 

Homes for the aged, nursing homes, 
and similar facilities are providing care 


for a small but significant proportion of 
our total population in the old-age group. 
These institutions are destined to play 
an increasingly important role in the Na- 
tion’s overall programs for the aging. 
The waiting lists of individual institu- 
tions and the difficulties that referring 
agencies have in finding a place for cli- 
ents are only one indication of the in- 
creasing consumer demand. 

Many older people now hospitalized 
for long-term illness could be cared for 
more satisfactorily and at less cost 
through home care programs or in nurs- 
ing homes. Many other sick old people, 
who are now being cared for under un- 
satisfactory conditions outside of insti- 


voluntary agency—the Commission on 
Chronic Illness—in a study of nursing 
care patients in institutions in their juris- 
dictions. The Public Health Service is 
cooperating with the commission in this 
study. 

Five of the States engaged in this 
survey are represented at this confer- 
ence: Connecticut, Maryland, New 
! York, Rhode Island, and Vermont. The 

remaining six are California, Colorado, 

Georgia, Indiana, Minnesota, and New 

Mexico. 

The pilot study has been conducted by 
the Maryland State Department of 
Health to obtain data on the numbers, 
characteristics, and conditions of the 
people receiving care in nursing homes 
and similar establishments, and on the 
types of care they receive. When the 
commission completes its task of project- 
ing the results from the State surveys 
on a national scale, we will have a more 
objective understanding of the situation 
and a better basis for the measurement 
of needs. 

The survey reveals that in Maryland 
the proprietary nursing homes are the 
largest group of establishments provid- 
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ing long-term nursing care for adults. 
They provide 40 percent of the beds, as 
contrasted with 20 percent provided by 
homes for the aged licensed for nursing 
care, 17 percent provided by chronic 
disease hospitals, 16 percent by alms- 
houses, and 7 percent by nonprofit nurs- 
ing homes. 

Information about the patients in the 
proprietary nursing homes thus gives us 
a significant picture of the older people 
needing such care in one State. Two in 
every three are 75 years old or over. 
Nearly three-fourths of them are wom- 
en. Two-thirds of the group are wid- 


owed and one-fifth were never married. 
Many of them have outlived all mem- 
bers of their immediate family. 

They have been in the home a long 
time—half of them for more than 1 


year; one-fourth, more than 2 years. 

The health picture is not encouraging. 
Two in every five are in the home pri- 
marily for heart disease, stroke, or other 
circulatory disease. Senility is reported 
as the primary problem in another 20 
percent. Fractures, arthritis, mental dis- 
orders other than senility, paralysis, and 
cancer account for the remaining major 
reasons for being in the home. 

They are helpless old people: More 
than one-third are completely bedfast or 
are able only to be taken up and put in 
a chair. One-fourth need an attendant 
or a wheel chair or “walker” to get 
about at all. One-third are incontinent. 
And 60 percent are mentally confused 
all or part of the time. 

Although there is a general similarity 
in the personal, physical, and medical 
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characteristics of the patients in different 
types of institutions included in the 
Maryland study, the available data re- 
veal some significant differences among 
the institutional types. As Dr. Dean 
Roberts, director of the Commission on 
Chronic Illness, has pointed out in a re- 
cent paper (1), “the general tenor of se- 
verity of the patient’s condition seems 
to follow a gradient from those receiving 
care in chronic disease hospitals through 
the proprietary nursing homes, the non- 
profit nursing homes, homes for the 
aged, and finally the almshouses where 
the residents evidence the least extent of 
disability.” Undoubtedly, the complete 
findings and report of the pilot study 
will reveal many factors to account for 
these variations, and these will require 
careful study in the evaluation of needs. 

Against the reported health status of 
the patients in Maryland’s proprietary 
nursing homes, the arrangements for 
medical care by the patients, their fam- 
ilies, or the responsible agencies seem to 
leave much to be desired. Only 3 percent 
of the patients were reported as having 
no specific illness as a cause of their 
invalidism. Yet, at the time of the study, 
one-fifth of them had not been seen by a 
physician for 6 months or more. About 
8 percent had not been seen by a physi- 
cian since they entered the home, and 
nearly one-half of this group had been 
in the home for periods ranging from 6 
months to 10 years or more. 

Generally speaking, old people with 
a known chronic disease or impairment 
may go along for many months requir- 
ing only routine medical supervision. 
But without medical supervision, it is 
unlikely that impending crises will be 
detected and possibly averted. In many 
cases, the diseases which make invalids 
of so many older people have not been 
brought to the attention of a physician 
early enough to avert prolonged disabil- 
ity. They are difficult to detect; and es- 
pecially among the elderly, premonitory 
signs—which in younger people would 
flag attention—are too often regarded as 
“normal” signs of the aging process. 

Moreover, the occurrence of multiple 
causes of ill health must be anticipated 
in caring for older people. A chronic 
disease may supervene in a patient who 
on admission is suffering the effects of a 
fractured hip. In reverse, an acute in- 
fection may supervene in a cardiac or 
diabetic patient. A disease which pro- 
duces only a minor illness in a healthy 
person may be very serious in a patient 
already enfeebled by a chronic disease 
or extreme age. 

For these reasons and others involved 
in the health and welfare of the aged, 
arrangements for the care of older peo- 
ple should include specific provisions for 
medical supervision, as well as for af- 
filiation with appropriate hospitals so 
that when the need arises, services be- 
yond the reach of a nursing home will 
be provided promptly. Provisions for 
assuring a safe and healthful environ- 
ment, adapted to the special needs of 
aged and infirm people, are equally im- 
portant. 


; DAR TRIN 
7 —% j 
& 
ES 
| 
= 
| 


Journal A.O.A. 
October, 1954 


Institutions located in our cities are 
usually within convenient reach of the 
facilities, professional personnel, and 
health agencies necessary for assuring 
their patients medical, hospital, and pub- 
lic health services. Often, however, even 
these favorably located homes have diffi- 
culties in making satisfactory arrange- 
ments. Institutions located in rural or 
semirural areas are more likely to have 
such problems, especially when many of 
the patients have been admitted from 
distant communities and thus have lost 
contact with their personal physicians. 
Joint planning is the first step toward 
overcoming these difficulties. The health 
and welfare agencies, both official and 
voluntary, as well as private and public 
institutions providing nursing care, could 
obtain much valuable advice and prac- 
tical assistance—if they would more fre- 
quently bring their State and local medi- 
cal societies in on the ground floor of 
such planning. The active participation 
of the local medical profession is indis- 
pensable in the development and opera- 
tion of any constructive health program 
for the aging—be it on a statewide basis, 
in a community, or in an individual insti- 
tution. 
TIME FOR PREVENTION 


The central position of modern medi- 
cal and public health services in better 
care for older people is stated explicitly 
and frequently in the report of the Na- 
tional Committee on the Aging. In this 
connection, I was particularly impressed 
by the last section of the report—De- 
veloping Alternatives to Institutional 
Care. Pointing first to the rapidly in- 
creasing values of apartment projects, 
group homes, residence clubs, foster 
home care plans, home medical care pro- 
grams, and other arrangements for older 
people outside institutions, the report 
continues : 

“As alternatives are developed, 
institutional care itself assumes a spe- 
cialized function, that of providing a 
therapeutic, rehabilitative, and consistent- 
ly supervised environment for older peo- 
ple with special needs” (2). 

As a sum in public health arithmetic, 
these challenging new arrangements out- 
side institutions plus the emphasis on 


the therapeutic, rehabilitative function of 
institutional care add up to the right 
answer—prevention. 

The time is ripe to extend the concept 
of prevention to our aging population. 
In many instances, prevention of chronic 
diseases and disabling accidents is pos- 
sible. In almost all cases, prevention of 
prolonged and total disability is possible. 
Never before has medical science had 
such a wealth of pertinent knowledge 
and effective techniques ready for appli- 
cation to the health problems of older 
people. A few years ago, we could only 
report that medicine was at a stage in its 
care of the aged comparable with that 
which saw the birth of modern pedi- 
atrics. Today, we can say that geriatrics 
has attained considerable growth and 


development and is now able to assert 
increasing 


itself with independence. 
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Parallel with that development, we have 
seen many remarkable advances in the 
diagnosis and treatment of a wide variety 
of chronic diseases and serious impair- 
ments. 

If we are to apply these advances ef- 
fectively to the health problems of our 
aging population, however, we must be- 
gin to build for better health far in 
advance of that 65th year which sup- 
posedly signifies the onset of old age. 
The aim in our personal health practices, 
as well as in our professional relation- 
ships and in our community programs, 
should be to prevent the serious, dis- 
abling conditions associated with old age. 

There are several ways of looking at 
the possibilities of this emphasis on pre- 


vention. It would give the older people 
a larger measure of health and happiness 
and would free them and their families 
of a considerable economic burden. It 
would give the community a deeper sat- 
isfaction in its efforts to meet one of its 
most urgent problems, as well as sub- 
stantial reductions in the costs of long- 
term care of the sick. And it would 
mean that a large proportion of old peo- 
ple requiring sheltered care would enter 
the institutions in better health than 
many of those now receiving institu- 
tional care. 

To achieve these results, we will have 
to emphasize prevention all along the 
line: chronologically, in the lives of in- 
dividuals; and organizationally, in our 


| 
BITARTRATE (Dihydrocodeinone Bitartrate 
ERAPY is indicated 
COUGH TH ndicated 
young folks 
old folks 
; 
in-betwee 
Syrup (5 mg. per teaspoonful A Powder vd (for 
J Narcoti required. Average adult dose, 5 


62 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Methischol helps reduce elevated 
and coronary involvement cholesterol levels and helps lower 

“towards normal. 

to help stabilize bleed sugar levels Methischol heips restore liver 

: function to improve carbohydrate 

metabolism—often makes possibile 

y reduction in insulin dosage. 


methionine - choline - inositol - vitamin B,, - liver 


. Should be prescribed for ail patients with 
DIABETES 


Methischol increases phospholipid 
turnover, reduces fatty deposits 
and fibrosis, and stimulates re- 
generation of new liver cells. 


for samples and 

. botties of 100, 250, detailed literature write 

800 and 1000. 

syrup u. s. vitamin corporation | 
ee botties of 16 ounces Artington-Funk Laboratories, division 
and 1 gation. 


_ 280 East 43rd Street + New York 17, N.Y. 


education of professional personnel, in 
all our hospitals and related facilities, 
and in our community programs and 
services. 

Better health for the aged may often 
begin before birth. Dr. Joseph P. Hoét 
of Louvain University recently reported 
that by discovering a prediabetic condi- 
tion among mothers during pregnancy 
and by treating those with an abnormal 
blood sugar and their offspring, there 
is an excellent chance of preventing a 
high proportion of cases of diabetes in 
adults. The disease may be present in a 
latent stage from birth. 

I am sure that I do not have to spell 
out for those of you who have aged dia- 
betics on your public assistance roles or 
in your nursing homes, the advantages 


| 


of such a preventive program in lighten- 
ing the burden of care for older people. 

Recent findings in a number of Ameri- 
can research centers—including the Clin- 
ical Center of the Public Health Service 
—point not only to the possible but also 
to the probable development of new, 
simple, and relatively inexpensive meth- 
ods for communitywide attacks on other 
serious diseases. 

If, for example, medical scientists can 
find some chemical means of detecting 
and blocking the specific changes in me- 
tabolism that lead to certain common 
forms of arteriosclerosis, we will have a 
preventive technique as important to 
medical and public health practice as 
was the discovery of vitamin C in the 
prevention of scurvy and vitamin D in 
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the prevention of rickets. It is easy to 
visualize the changes for the better that 
such a discovery would make possible 
in our care of older people in institu- 
tions. 


Moreover, there are already available 
a wide variety of new drugs and surgi- 
cal techniques, advances in physical ther- 
apy, and restorative medicine which 
would greatly improve the health status 
of our older people. Unfortunately, the 
older people in institutions are too often 
the forgotten men and women to whom 
these effective techniques are not ap- 
plied. 


I do not wish to suggest that medical 
science has discovered—or is about to 
discover—elixirs of eternal youth and 
vigor. I do want to emphasize the medi- 
cal means now available to make our 
later years healthier and happier, and to 
make our aging easier. More such ad- 
vances are on the way. 


We need not have high proportions of 
the older people in institutions bedfast, 
dependent, mentally confused—and lead- 
ing a worse than vegetable existence. 
Their care need not be such a heavy 
task, physically ; and such a discouraging 
task, spiritually. The place to begin bet- 
ter care for better health is here—at 
conferences like this—and in our States 
and communities, in their health and 
welfare programs, and in the work of 
public and private institutions. 


The time to begin is now—for the 
sands of time are running fast for many 
patients now in institutions. They are 
running fast for you and me, and for 
every other adult in our aging popula- 
tion. Will better health and better care 
await us when it is our turn? In large 
measure, the answer depends upon what 
you and your counterparts in the re- 
maining 35 States do. If the spirit of 
this conference be a guide, I am sure 
that the answer will be “Yes.” 
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THE PATTERN OF HEART DISEASE 
MORTALITY* 

Mortality from heart disease as a 
whole is at a minimum at ages 5-14, 
and thereafter rises without interrup- 
tion to a maximum in old age. Among 
the insured men, for example, the death 
rate increases nearly fivefold between 
ages 25-34 and 35-44, more than triples 
in the next decade of life, and more 
than doubles again in each of the two 
succeeding age periods. For all ages 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, May, 1954. 
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combined, mortality from heart disease 
among males is about double that among 
females, with the greatest excess in the 
age range 35-54 years, where the death 
rate among males is about three times 


that among females. 
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TEXTBOOK OF PEDIATRICS. Edited by 
Waldo E. Nelson, M.D., Professor of Pedi- 
atrics, Temple University School of Medicine; 
Medical Director of Saint Christopher’s Hospi- 
tal for Children. With the Collaboration of 
Seventy Contributors. Ed. 6. Cloth. Pp. 1581, 
with illustrations. Price $15.00. W. B. Saun- 
ders Company, West Washington Square, Phil- 
adelphia 6, 1954. 


Proceedings of The Fourth International 
Congress of the INTERNATIONAL SOCIETY 
OF HEMATOLOGY, Mar Del Plata, Argen- 
tina, September 20-27, 1952. Associate Editors: 
F. Jimenez de Asua, Buenos Aires; William 
Demeshek, Boston; Sol Haberman, Dallas. 
Advisory Editors: Jean Bernard, Paris; P. 
Introzzi, Pavia; O. P. Jones, Buffalo; Sven 
Moeschlin, Zurich; L. M. Tocantins, Phila- 
delphia. Assistant Editors: Gonzalo E. Aponte, 
Philadelphia; Jorge Lajous, Buenos Aires. 
Cloth. Pp. 473, with illustrations. Price $10.00. 
Grune & Stratton, 381 Fourth Ave., New York 
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FUNDAMENTALS OF INTERNAL MED- 
ICINE. By Wallace Mason Yater, A.B., M.D., 
M.S. (in med.), F.A.C.P., Director, Yater 
Clinic, Washington, D.C.; Formerly Profes- 
sor of Medicine and Director of the Depart: 
ment -of Medicine, Georgetown University 
School of Medicine; Physician-in-Chief, George- 
town University Hospital; Physician-in-Chief, 
Gallinger Municipal Hospital, Washington, 
D.C., and Fellow in Medicine, Mayo Founda- 
tion, Rochester, Minnesota. Ed. 4. Cloth. Pp. 
1276, with illustrations. Price $13.50. Appleton- 
Century-Crofts, 35 W. 32nd St., New York 
1, 1954. 


CLINICAL ROENTGENOLOGY. Volume 
Il: The Head, Neck and Spinal Column. By 
Alfred A. de Lorimier, M.D., Radiologist, 
Saint Francis Memorial Hospital, San Fran- 
cisco, California; Consultant in Radiology for 
the United States Army, at the Letterman 
Army Hospital; Consultant in Radiation Ther- 
apy for the United States Public Health Serv- 
ice at the U.S. Marine Hospital, San Francisco, 
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tending physician, Mount Sinai Hospital; 
Research Fellow, Columbia University Division 
of Goldwater Memorial Hospital, New York 
City. Cloth. Pp. 182, with illustrations. Price 
$6.75. Grune & Stratton, 381 Fourth Avenue, 
New York 16, 1954. 


DISEASES OF THE SKIN. By Oliver S. 
Ormsby, M.D., Rush Professor of Dermatology 
Emeritus, University of Illinois; Attending 
Dermatologist to the Presbyterian Hospital of 
Chicago, Member of the American Dermato- 
logical Association and the American Academy 
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Asociacién Argentina de Dermatologia y Sifil- 
ologia, Buenos Aires and Die Deutsche Der- 
matologische Gesselschaft, Wurzburg; and 
Hamilton Montgomery, M.D., M.S., Professor 
of Dermatology and Syphilology, Mayo Foun- 
dation for Medical Education and Research, 
Graduate School, University of Minnesota, 
Rochester, Minnesota; Consultant in Section of 
Dermatology and Syphilology, Mayo Clinic; 
Member of American Dermatological Associa- 
tion; American Academy of Dermatology and 
Syphilogy; Society for Investigative Derma- 
tology; Corresponding Member of the Societas 
Dermatologica Hungarica, Budapest; of the 
Asociacién Argentina de Dermatologia y Sifil- 
ologia, Buenos Aires; of the Société Francaise 
de Dermatologie et de Syphilographie, Paris; 
Societas Dermatologica Svecica, Stockholm; La 
Societe Dermatologique, Copenhagen and Hon- 
orary Member of the Sociedade Brasileira de 
Dermatologia e Sifilografia, Rio de Janeiro. Ed. 
8, revised. Cloth. Pp. 1503, with illustrations. 
Price $22.00. Lea & Febiger, Washington 
Square, Philadelphia 6, 1954. 


NONTUBERCULOUS DISEASES OF THE 
CHEST. Sponsored by the American College 
of Chest Physicians. Edited by Andrew L. 
Banyai, M.D. Cloth. Pp. 1139, with illustra- 
tions. Price $18.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Ave., Spring- 
field, Ill., 1954. 


ESSENTIALS OF PEDIATRICS. By Philip 
C. Jeans, A.B., M.D., Late Professor of Pedi- 
atrics, State University of Iowa, Iowa City; F. 
Howell Wright, B.S., M.D., Professor of 
Pediatrics, University of Chicago; and Flor- 
ence G. Blake, R.N., M.A., Associate Profes- 
sor of Nursing Education (Nursing Care of 
Children), University of Chicago. Cloth. Pp. 
808, with illustrations. Price $4.75. J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1954. 


DIAGNOSIS AND TREATMENT OF THE 
ACUTE PHASE OF POLIOMYELITIS AND 
ITS COMPLICATIONS. Edited by Albert G. 
Bower, M.D. Cloth. Pp. 257, with illustrations. 
Price $6.50. The Williams & Wilkins Company, 
Mt. Royal & Guilford Aves., Baltimore 2, 
1954. 


EXISTENCE AND THERAPY: An Intro- 
duction to Phenomenological Psychology and 
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Ph.D., Formerly Associate Professor, New 
School for Social Research, and Clinical Psy- 
chologist in Federal Service. Cloth. Pp. 372. 


Price $5.00. Grune & Stratton, 381 Fourth 
Ave., New York 16, 1954. 


PRINCIPLES OF OCCUPATIONAL 
THERAPY. Edited by Helen S. Willard, B.A., 
O.T.R., Professor of Occupational Therapy, 
University of Pennsylvania School of Auxil- 
iary Medical Services; Director, Philadelphia 
School of Occupational Therapy; and Clare S. 
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of the Greek Union of Dermatology and 


Society, Athens; of the Nederlandsche Verienig- 
ing van Dermatologen, Amsterdam; of the 


— 
* 
: — 
| | 
: 
och 
|S 
up 
OF 
mt’: 


tober, 1954 


Spackman, B.S., M.S.(Ed.), O.T.R., Associate 
Professor of Occupational Therapy, University 
of Pennsylvania, School of Auxiliary Medical 
Services; Director, Curative Workshop, and Di- 
rector, Occupational Therapy Department, Hos- 
pital of the Graduate School of Medicine, 
University of Pennsylvania; Assistant Direc- 
tor, Philadelphia School of Occupational Ther- 
apy. Ed. 2. Cloth. Pp. 376, with illustrations. 
Price $5.50. J. B. Lippincott Company, East 
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PRIMER OF ALLERGY. A Guidebook for 
Those Who Must Find Their Way Through 
the Mazes of This Strange and Tantalizing 
State. By Warren T. Vaughan, M.S., M.D., 
Richmond, Virginia. Ed. 4. Cloth. Pp. 191, 
with illustrations. Price $4.25. The C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1954. 


NUTRITION FOR HEALTH. By Dr. Alice 
Chase. Cloth. Pp. 343. Hermine Press, Inc., 
188 W. 4th St., New York, 1954. 


THE VOICE OF NEUROSIS. By Paul J. 
Moses, M.D., Assistant Clinical Professor in 
Charge of Speech and Voice Section, Division 
of Otolaryngology, Stanford University School 
of Medicine, San Francisco, California. Cloth. 
Pp. 131. Price $4.00. Grune & Stratton, 381 
Fourth Ave., New York 16, 1954. 
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Taylor, Frederick Hoyt, Jr.. Detroit Osteo- 
on a Hospital, 12523 Third Ave., De- 

troit 3. 


Beukema, A. D., (Renewal) 226 Maple St., 
Rockford 


MISSOURI 


Harmon, F. Leighton, (Renewal) Kansas City 
College of Osteopathy and Surgery, 2105 In- 
dependence Ave., Kansas City 24 

Ihrig, Rosalie, (Renewal) 510 Twelfth & Wal- 
nut Bldg., 25 E. 12th St., Kansas City 6E 

Murren, Reginald A., (Renewal) 510 Twelfth 
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Harry E., 5730 Brooklyn 

. Kansas City 
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Feltoon, Ervin, (Renewal) Evans Bldg., Ma- 
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AND NEW LOCATIONS 


Achor, Merlin F., from Amarillo, Texas, to 
130 W. Fourth St., Hereford, Texas 

Adler, Jerome J., from Detroit, Mich., to Los 
Angeles County Osteopathic Hospital, 1100 
N. Mission Road, Los Angeles 33, Calif. 

Ashlock, Thomas, from 624 University Ave., to 
630 University Ave., Palo Alto, Calif. 

August, Charles W., from Los Angeles, Calif., 
to 321 W. Newby Ave., San Gabriel, Calif. 

Babcoke, Robert E.. COPS °53; 12441 Mag- 
nolia Blvd., North Hollywood, Calif. 

Baker, A., Jr.,. KCOS °54; 454 Vine 
St.. N. E., Warren, Ohio 
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To Clarify a Major Point.... 


The recent studies by Grayzel, 
Heimer and Grayzel, and Sobel 
and Rosenberg on the absorp- 
tion and utilization of topical 
Vitamins A and D were con- 
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| 2. Sobel, A. E. and Rosenberg, A.: 124th Meeting American Chemical Society, 1953. 


Bamel, Solomon, from 5252 Pinetree Lane, to Bennett, Thomas E., from Kansas City, Mo., 


773 Wildwood Drive, Youngstown 12, Ohio to Natoma, Kans. “aclinui 
Bean, Roger A., from 623 E. Southern Ave., to — a ee Carlinville, Ill, to 
711 N. Limestone St., Springfield, Ohio Bland, Coburn C., CCO ‘54; McLaughlin 
Beechnau, Louis H., cco "53; 3641 John St., Osteopathic Hospital, 619 Townsend St., 
Ravenna, Mich. Lansing 15, Mich. 


For quantity irrigations 
-.. soothing, aseptic 


IRRIGOI 
The Alkalol Company 


Taunton 23, 
Mass. 


PLEASE MENTION THE JOURNAL IWHEN WRITING TO ADVERTISERS ig A: OA 


Becher, Giarence L., KCOS ’54; Box 16, 
IrkKSville, Mo. 
OTHERS ASK UP TO $10.00 OUR Bogee, | F.. from Worn, Texas, to 1502 
PRICE ucson Roa ig Spring, Texas 
THIS HIGH GRADE $4 50 Mich., to ! 
int steopat ic ospita ne., 416 W 
SACRO-ILIAC BELT Fourth Ave., Flint 4, Mich. , | 
Brandman, M COPS °53; 2229 W. Lin- 
Beautifully made of six inch orthopedic webbing well pon Montebello Calif. 
reinforced, supplied with perineal straps. High grade Brown, Harold I., from Grove City, Pa., to 
materials and workmanship throughout. Offered for hard E.. f asi 
a limited time only in order to keep our shop busy. 
Take measurements around the hips three inches Buehler, John L., from 965-3/5 W. 43rd St 
below the iliac crest. te 188 Garthwaite Ave., Los Angeles. § 
al 
F. A. RITTER “COMPANY Bunn, Russell B., from Rapid City, S. Dak. 
4624 WOODWARD AVENUE DETROIT |, MICHIGAN B Edgemont, 54: 6226 Palo Fi 
We also make $6.50; for Dallas 54; 622 alo Pint 
“ Hernia, Obesity, Ptosis, Post- rative; Ambulatory Splints 00; . 
HAVE YOU RECEIVED brace $28.00; Taylor Spinal brace $30.00. One-way valif., 
OUR NEW CATALOG? stretch Elastic Stocking Service weight $1.50; Two-way stretch Ost 
7 steo 
lightweight lastex with Nylon $7.00 pair. pathic Hespital, to 76 Preepect St. Lanca: 
ter, Pa. 


Chadney, J. Douglas, COPS °53; 2621 Wilshire 
Blvd., Los Angeles 5, Calif. 

Chapman, Lyle F.. CCO °54; 5319 S. Kimbarl 
Ave., Apt. 58, Chicago 15, Ill. 

Chersky, Joseph, COPS °53; 5333 E. First St., 
Los Angeles 22, Calif. 

Chew, COPS °53; 2420 W. Jefferso: 
Blvd., Los Angeles 18, Calif. 

Cionci, ‘John L., from 4000 N. Seventh St., to 
Franklin St. & Hunting Park Ave., Philadel 
phia 40, Pa. 

Clarke, Ralph B., from Highland Park, Mich., 
to Box 456, Buna, Texas 

Cobb, Richard D., from Carson City, Mich., to 
Box 93, Shepherd, Mich. 

Collinge, Philip K., COPS °53; 2004 Meridian 
St., South Pasadena, Calif. 

Colman, Michael B., from Kansas City, Mo., 
to 1282 Liberty St., Camden 3, N. J. 

Colpitts, R. Scott, from 32 Auburn St., to 

Union Lake Road, Union Lake, Pontiac, 

Mic 

MORE TIME FOR FISHING Cortum, Donald, COPS °53; 223 Diamond, Re- 

dondo Beach, Calif. 

BECAUSE HISTACOUNT KEEPS THE RECORDS STRAIGHT Craven, Douglas K., COPS °53; 220 S. First 
St., Alhambra, Calif. 

Crawford, Jack W., from Dallas, Texas, to 117 
N. Taylor, Gainesville, Texas 

Cronk, Richard T., from Flint, Mich., to 302 
N. Saginaw St., Holly, Mich. 


More time for relaxation . . . more time for 


patients . . . more time ! Dailey, Thomas I. from 6007 Melrose Ave., | 
to 6103 Melrose Ave., Hollywood 38, Calif. 
The perennial cry of the Doctor has a modern Dakovich, M. J., from 725 Sixth Ave., to 2647 
It’s simply Histacount Bookkeepin Beaver Ave., Des Moines 10, lowa 
answer. ICS simply Fits Ping Davis, Grant E., Jr., from Comanche, Texas, 
and Filing Systems which cut paper work to a to Box 608, Turkey, Texas 
a minimum, add system and order to detail work De Lucia, Eugene R., from Warren, Ohio, to 


Vienna, Ohio 

DeWitt, Roy L., from Compton, Calif., to 17846 

p S. Clark St., Bellflower, Calif. 

Start your Histacount system and find the time Dooley, Robert L., from tags Aorepe. to 1255 

ark Ave., Pomona, Cali 

your patients (and hobbies) nee East, Edward A., from Norwalk, Calif., to 609 

— S. Grand Ave., Los Angeles 17, Calif. 
Professional Printing Company, Inc. Eni, Nicholas C.. from Upper Darby, Pa., to 


1100 N. 66th St., Philadelphia 31, Pa. 

wm» America’s Largest Printers to the Professions. Findlay, Arden L., from Montreal, Que., Can- 

New Hyde Park, New York. ada, » 548 Gilmour St., Peterborough, Ont., 
Canada 

Fischer, Roy L., KCOS °54; Dallas Osteopathic 
Hospital, 5003 Ross Ave., Dallas 6, Texas 

Flowers, Max, Jr., from 3634 Meadowbrook 

Drive, to 3850 E. Lancaster, Fort Worth 3, 

Texas 


and keep records “ship shape” . 


Ly 


Ri, 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal 


For making Burow’ Solution 


DRESSING Use 

PRESTO-BORO® 

(Aluminum Sulfate and BS) 

Calcium Acetate) 

POWDER IN ENVELOPES 

— TABLETS — 


For treatment of Swellings, 


tatlommotions, Sprains 

tru tablets 

4 ion, nd mens d of 100 For Pulmonary Conditions wh 
se 1 or 2 tablets All PrescriP 3% solution Quinine with 


muscular Injection. 


STANDARD PHARMACEUTICAL CO., INC., 


=. 
AND ABLE PATIENTS x 
q 


Journal A.O.A. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 67 


October, 1954 


Fowler, Glenwood, from Keytesville, Mo., to 
5004 N. Broadway, St. Louis 7, Mo. 

Francis, Stewart I., from 805 N. 13th Ave., to 
631 S. “N” St., Lake Worth, Fla. 
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Lirones, David S., from 416 W. Fourth Ave., 

to 3120 Dupont, Flint 5, Mich. 

Logue, Marvin L., from 1708 W. Main St., to 
606 W. Shiawassee St., Ne 15, Mich. 
Long, James C.. COPS ° 1861 W. Florence 

Ave., Los Angeles 47, Calif 

| ongyear, Clyde S., from Los Angeles, Calif., 

to Box 441, Twentynine Palms, Calif. 


— everywhere depend on the accuracy of Tycos* 
blood pressure instruments. The Pocket Aneroid gives that 
accuracy in any position . . . and it will stay that way unless mis- 
used. You know it’s accurate as long as the pointer returns to zero 
...an easy visual check. Weighing only 19 ounces, this Aneroid is 
the ideal bedside instrument. It fits in a zipper case that can easily 
be slipped in your pocket or bag. Exclusive hook cuff fits any adult 
arm—on and off in a jiffy. See this instrument at your favorite 


surgical supply dealer. Price $42.50. 


This new TYCOS Wall Aneroid is a “must” for the 
doctor who requires maximum convenience and effi- 
ciency in his examining room. Hook cuff and six feet 
of connecting tube stores in a handy wall bracket, 


$49.50. Taylor Instrument Companies, Rochester, 
N. Y., and Toronto, Canada. 


*Reg. U.S. Pat. Off. 
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For the well-being 
of your patients 


TAMPAX 


intravaginal protection 
during menstruation. 


Three absorbencies. 


Accepted for Advertising 
in Publications of the 
American Medical Association 


TAMPAX INCORPORATED 
Palmer, Massachusetts 
AOA—104 
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Love, Joseph L., from 402 W. 14th St., to Box 
2246, Capitol Station, Austin 11, Texas 

Lowery, uy A., from Muskegon Heights, 
Mich., to Box 3 Eaton Rapids, Mich. 

Lowry, William x, from Columbus, Ohio, to 
1400 Jackson St., ” Hollywood, Fila. 

Madziar, Roman a CO °54; Dallas Osteo- 
athic Hospital, 5003 Ross ‘Ave., Dallas 6, 


exas 
Mahan, Glenn W., COPS ’53; 822 N. Garey 
Ave., Pomona, Calif. 
Mahoney, Kenneth J., from Portland, Maine, 
to Route 1, Scarborough, Maine 
Manchester, Dallas, from Croswell, Mich., to 
18160 Woodward Ave., Detroit 3, Mich. 
Mancuso, Louis G., from 147-A S. E. Shopping 
to 3703 Hatcher. St., Dallas 10, 


Tex 

Charles G., COPS 1911 N. Main 
St., Santa Ana, ‘Calif. 

Marmon, Milton W., from Roseville, Mich., 
to 4120 Fenkell Ave., Detroit 38, Mich. 

Mason, Robert E., from Jefferson City, Mo., to 
Lake Ozark, Mo. 

Maupai, F. P., from 3404 Garden Ave., to 
4014 Chase Ave., Miami Beach 40, Fla 

McCarl, Charles E., from Salter Bldg., to 
Medico-Dental Bldg., Williams, Calif. 

McDaniel, T. C., from Columbus, Ohio, to 34 
Franklin, Dublin, Ohio 

ss ain, William W., from Lansing, Mich., 

322 S. Fourth St., Carson City, Mich. 
Mihalich, Stephen P., from Detroit, Mich., to 
1467 Norfolk Drive, Birmingham, Mich. 
Milazzo, Thomas L., from Cape Girardeau, 
Mo., to 505 Grandview, Chillicothe, Mo. 
Miller, Jack M., from 15073 McCann Road, 

to 17026 Fort "Road, Wyandotte, Mich. 

Moore, H. Forrester, from Highland Park, 
Mich., to 18336 Woodward Ave., Detroit 3, 
Mich. 

Moore, Lee C., from Des Moines, Iowa, to 
Manning General Hospital, Manning, lowa 
Mooring, Wyndham W., COPS ’53; 6199 Cren- 

shaw Blvd. Los Angeles 43, Calif. 

Morgan, Alan W., from Detroit, Mich., to 105 
E. Main St., Florence, Colo. 

Moylan, Thomas | from 5435 W oodward 
Ave., to 20429 W. Seven Mile Road, Detroit 
19, Mich. 

Munroe, Howard R., from Box 411, to Box 
29, Pinconning, Mich. 

Murray, Edward C., from Cleveland, Ohio, to 
1388 Gladys Ave.,. 7, Ohio 

Myers, Harmon L., KCOS ’54; 501 rE. Normal 
St., Kirksville, Mo. 

Nash, Ernest F., from 12523 Third Ave., to 
_ 6827 Miller Ave., Detroit 11, Mich. 

Nelson, Albert John, COPS *53; 1328 Fries 
Ave., Wilmington, Calif. 

Nesbit, Julius S., from York. Pa., to 2206 
S. Michigan St, South Bend 11, Ind. 

Newman, Donald D., COPS °53; 3205 Century 
Bivd., South Gate. Calif. 

Nichols, Lester E.. from Santa Ana, Calif., 
215 North Highway, Dunsmuir, Calif. 

Nimmer, Wilbur A., from Racine, Wis., to 
Bank Bldg., Sturtevant, Wis. 

Noren, Rene Joan, from Chicago, IIll., to 110 
W. Second St., Casa Grande, Ariz. 

Nystrom, Leonard C., from 5003 Ross Ave., to 
9104 Garland Road, Dallas 18, Texas 

Odell, Bill G., from Kirksville. Mo., to 1105 
S. Washington. Saginaw, Mich. 

Owens, Robert F., COPS ’53; Box 551, Sepul- 
veda, Calif. 

Packard, R. M., from 110 E. Huntington Ave., 
to 409 Citizens Bank Bldg., Jonesboro, Ark. 

Page, Leon E., from Florence, Ariz., to Box 
457, Coolidge, Ariz. 

Palazzi, Michael A., Jr., from 13320 Woodrow 
Wilson, to 14341 W. MecNichols Road, De- 
troit 35, Mich. 

Papel, Leonard S., from Brooklyn, N. Y., to 
17-14 Radburn Road, Fair Lawn, N. J. 
Phillips, Irwin Z., DMS ’54; Still Osteopathic 
Hospital, 725 Sixth Ave., Des Moines 9, 

Iowa 

Randolph, Stanton F., from Columbus, Ohio, 
to 528 Atlantic Ave., N. E., Warren, Ohio 

Rapp, Vincent J., from Erie, Pa., to W. First 
St., Waterford, Pa. 

Reilly, Richard E., from Kirksville, Mo., to 
U. S. Natl. Bank Bldg., The Dalles, Ore. 
Remsberg, Harmon W., from 403 Hoke Bldg., 
to 402 American Natl. Bank Bldg., Hutchin- 

son, Kans. 

Rerucha, Victor J.,. DMS °54; Doctors Hos- 
pital, 1087 Dennison Ave., Columbus 1, Ohio 

Rheinfrank, Robert E., from 20 W. 15th St., 
to 1608 S. Boston Ave., Tulsa 5, Okla. 

Roberts, R. P., from Centralia, Mo., to Lake- 
side Hospital, 2801 Flora Ave., Kansas City 
3, Mo. 

Robinson, Virgil L., from Higbee, Mo., to Box 
251, Marionville, Mo. 

Romeo, Joseph M., from Westmont, N. J., 

6 Amhurst Ave., Somerdale, N. 

aH. Alvin, from Philadelphia, Pa., to 144 
Seminole Ave., Norwood, Pa. 

Rosen, Herbert, DMS ’54; 1036 E. Seventh 
St., Des Moines 16, Iowa 
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Ross, William A., from Des Moines, Iowa, to 
324- y% W. Seventh St., Sioux City 17, lowa 

Rothman, David, DMS 54; Metropolitan Hos- 
pital, 241 N. 18th St., Philadelphia 3, Pa. 

Runyon, Sidney S., from Columbus, Ohio, to 
Box 518, Immokalee, Fla. 

Rutter, Paul H., from Lansing, Mich., to 804 
Church, Phoenix, Ore. 

Sacks, Robert, from 149 W. 87th St., to 127 
E. 62nd St., New York 21, N. Y. 

San Filippo, ‘Anthony J., KCOS °54; 612 W. 
Jefferson St., Kirksville, Mo. 
Saperstein, Phillip P., from 926 E. 11th St., to 
525 E. Armour Bivd., Kansas City 9, Mo. 
Sayers, Owen E., from 1520 Grape St., to 
1909 W. Mississippi Ave., Denver 19, Colo. 
Scheurer, George H., from Grove City, Pa., 
to 640 N. Grier St., Williamsport, Pa. 

Schreibman, Walton from Philadelphia, 
Pa., to 5 S. Main St., Pleasantville, N. 

Schroeder, Clifton G., from South Bend, Ind., 
to 402 E. 14th St., Loveland, Colo. 

Schwartz, H. Paul, from Frankenmuth, Mich., 
to 3135 Bay St., Unionville, Mich. 

Scott, Thomas C., PCO °54; 4504 Pine St., 
Apt. 301-A, Philadelphia 43, Pa. 

Semmens, Mervin E., from Long Beach, Calif., 
to 8752 Walker Ave., Cypress, Calif. 

Shaub, Victor W., from Denver, Colo., t 
Box 28, Carmen, Okla. 

Shedlock, Arthur G., from 249 E. Circuit 
Drive, to Box 293, Beaumont, Texas 

Silver, Allan Jay, from Reseda, Calif., to 
Victory Hospital, 6421-31 Coldwater Canyon, 
North Hollywood, Calif. 

Simcox, Thomas W., from 350 E. Market St., 
to 5600 Atlantic, Long Beach 5, Calif. 

Sloane, Murray IL., from Reseda, Calif., to Vic- 
tory Hospital, 6421-31 Coldwater Canyon, 
North Hollywood, Calif. 

Smith, Francis J., from 6809 Emlen St., to 
6445 Greene St., Philadelphia 19, Pa. 

Smith, Leonard, from 926 E. 11th St., to 918 
E. Fourth St., Kansas City 6, Mo. 

Sparks, Marille E., from Satin, Texas, to 
1711 Garrett St., Dallas 6, Texas 

Sparks, Samuel F., from Satin, Texas, to 1711 
Garrett St., Dallas 6, Texas 

StahIman, Robert K., from Dallas, Texas, to 
1825 E. Plymouth Drive, Irving, Texas 

Starks, C. Robert, Jr., from Detroit, Mich., to 
1459 Ogden St., Denver 18, Colo. 

Stewart, James A., from 835% Singleton, to 
316 S. Ervay, Dallas 1, Texas 

Stroehlein, John A., from Kansas City, Mo., to 
6420 W. Colfax Ave., Denver 15, Colo. 

Taylor, Afton C., from Los Angeles, Calif., to 
13421 S. San Antonio Drive, Norwalk, Calif. 

Taylor, Frank H., from Los Angeles, Calif., 
to 13421 S. San Antonio Drive, Norwalk, 
Calif. 

Taylor, Jack K., from Houston, Texas, to 
3044 Ninth Ave., Port Arthur, Texas 

Thomas, Paul G., CCO °54; 15758 Wisconsin 
Ave., Detroit 38, Mich. < 

Tibbetts, Austin B., Jr., CCO °53; 4329 S. 
Alameda, Corpus Christi, Texas 

Townsley, Harry E., from Denver, Colo., to 
24311%4 W. Colorado Ave., Colorado Springs, 
Colo. 

Trimmer, Paul W., from 12523 Third Ave., 
to 25160 Lahser Road, Detroit 19, Mich. 

Turner, H. W., from Evanston, Ill. 533 La- 
mont Ave., San Antonio 4, Texas 

Turner, Richard H., from 2673 W. Grand 
Bivd., to Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Vardaman, Calvin T., from Follett, Texas, to 
Groom Osteopathic Hospital, Groom, Texas 
Varidin, Plato E., KCOS °54; Mahoning Valley 

Green Cross fiotpitely Warren, Ohio 
Wagner, Walter P., KCOS °54; Forest Hill 
Hospital, 924 E. 152nd St., Cleveland 10, 


io 

=, William S., from Denver, Colo., to 
1405 Washington St., Kirksville, Mo. 

week Paul M., from Mount Shasta, Calif., 
to 1419 Broadway, Oakland 12, Calif. 

Williams, Floyd S., KCOS ’54; 1200 Clermont 
Denver 20, Colo. 

Ww illiams, W. Ben, from Hinesville, Ga., to 567 
Courtland St., 'N. E.. Atlanta 3, Ga. 

Wise, Victor R., from Grand Rapids, Mich., to 
1209 Brady St... Davenport, lowa 

Wolfe, Richard B., from Mishawaka, Ind., 
South Bend Osteopathic Hospital, 118° s 
William St., South Bend 2, Ind. 

Woofenden, Lloyd, from Box 1108, to 101 S. 
Federal Highway, Lake Worth, Fla. 

Woofenden, Stewart W., from Detroit, Mich., 
to 101 S. Federal Highway, Lake Worth, 


a. 

Wyatt, William E., from 335 Brighton Ave., 
to 531 S. John St., Portland 4, Maine 

Young, Paul S., from Swarthmore, Pa., to 49 
Martroy Lane, Wallingford, Pa. 

Young, Ralf I., COPS °53; 414 W. 21st St., 
Long Beach 6. Calif. 

Yurkon, Edward J., from 7283 Natural Bridge 
Road, to 8105 Page Blvd., St. Louis 14, Mo. 

Zulkey, Lovey. from Tulsa, Okla., to Box 741, 
Beggs, a. 
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NATURAL stretching 


TREATMENT 


sphincter 


OF 
CONSTIPATION muscles 


Yo Un g "5 WRITE 
P {i FOR FREE 
Dilators BOOKLET 


““Constipation—Rectal Dilatation Therapy” 
Sent on request with dispensing prices. 


F. E. YOUNG and COMPANY 


436 E. 75th Street © Chicago 19, Illinois 


GERMICIDE ANTIPRURITIC 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 
skin-infecting bacteria and fungi. 
Indications for its use include: 


TINEA INFECTIONS 
(“athlete’s foot,” tinea capitis, Dhobic itch, ete.) 
PRURITUS ANI 
(of fungus origin) 
ACNE VULGARIS 
IMPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 
MINOR SURGERY 
Dermycin is so useful, so versatile, it appeals 
to specialist and general practitioner alike. 


In all cases the area must be washed with mild white soap 
and water. Dry and apply Dermycin at least twice a day, 
or as a wet dressing where indicated. 


Supplied in 1, 2, 8 and 16 fl. oz. bottles. 
(Dermycin is not advertised to the laity.) 
Write for professional sample. 


(CHAL-YON CORPORATION 
65 PINE STREET NEW YORK 5, N. Y. 
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NEW—Third Edition 


“CLINIGAL INTERPRETATION 
of LABORATORY TESTS” 


By RAYMOND H. GOODALE, M.D. 


Dr. Goodale’s book scored wide and immediate 
acceptance because the author stresses the 
“clinical viewpoint” . . . the use of modern 
laboratory medicine in practice. 


Instant help, quick answers are brought in this 


book which: 


® Lists the diagnostic tests for each disease. 
© interprets the findings of each individual test. 


© Gives the laboratory findings in bacterial, viral, 
parasitic and mycotic infections. 


© Guides in the investigation of common poisons. 


© Pointedly discusses disease pictures, system by 
system. 


© Advises on proper preparation of material for the 
laboratory. 


© Furnishes a large Index (60 pages) for quick 
reference, instant guidance to any topic. 


The New THIRD EDITION explains significant ad- 
vances in laboratory medicine. Outstanding among 
many additions is new material on Blood Volume, 
True Glucose Values, Antibiotics and their bearing 
on bacteriological examination, Viruses, Rickettsias, 
Afibrinonginemia, Lysozyme in relation to Ulcerative 
Colitis, Collagen Diseases, Fluid and Electrolyte 
Balance. 


738 PAGES 105 ILLUSTRATIONS 


1914 Cherry Street 
Philadelphia 3, Pa. 


F. A. DAVIS CO., 1914 Cherry St., Phila. 3, Pa. 


Please send and charge to my account: 


CLINICAL INTERPRETATION of LABORATORY TESTS, $7.50 
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Dallons 


MEDI-SONAR 


ULTRASONIC GENERATOR 


let Zuality 
The Dallons MEDI-SONAR is a precision 
ultrasonic instrument having — by all com- 


parisons — many exclusive features. The 
superior quality of the MEDI-SONAR re- 
flects the finest engineering skill, excellence 
of the components and knowledge that 
comes from years of manufacturing quartz #1000— (1000 Kc) 
transducers for radar and other high pri- 


ority government uses. Now! Models 
TO MEET EVERY NEED 
lat tn AAduanced Design WITH OR WITHOUT 


Ultrasonic Heads deliver uniform activity, BASE CABINET 
accurate dosage and reproducible output. 

The oscillator section and power supply 

defies all competition. All claims are backed up with a written guarantee. 
For highest quality and more real value, be sure to see the Dallons MEDI- 
SONAR ... approved by Underwriters Laboratories! 


Professional Literature on Request 


[Dauons LABORATORIES, INC. 


“FIRST” in Ultrasonics 
5066 Santa Monica Blvd., (Olympia 1951) Los Angeles 29, Calif. 


OUT AND 
MAIL 
THIS 
COUPON 
TODAY 
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graphic 
results 


PSORIASIS 


freated with 


RIASOL 


A series of resistant psoriatics who had not re- 
s,onded to other drugs were treated with RIASOL. 
The graphs show the results in comparison with 


tue general experience of dermatologists. 


A—Remissions with other drugs, 16144 %. 
B—Improvement with RIASOL, 76%. 
C—Eradication of lesions by RIASOL, 38%. 
D—Failures with other drugs, 8344 %. 
E—Failures with RIASOL, 24%. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. 


No bandages required. After one week, adjust to 


patient’s progress. 


RIASOL is supplied in 4 and 8 fid. oz. bottles 


at pharmacies or direct. 


MAIL COUPON TODAY— 
TEST RIASOL 


YOURSELF After use of RIASOL 


SHIELD LABORATORIES JAOA-10-54 
12850 Mansfield Ave., Detroit 27, Mich. 

. Please send me professional literature and generous clinical package of RIASOL. 


for 
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*TWO-FOLD SERVICE— 


*Since the troubles arise largely in the 
CHRONIC PATIENT, we have 
planned our products to aid the doctor a considerable financial savings in order 
of this patient. that treatment for the CHRONIC 


PRO FES S | O NAL Write for added information. 


To The Profession 


Professional Foods continue to do their honest best to predicate 
the needs of the Osteopathic profession in correcting basic and 
fundamental 


NUTRITIONAL TROUBLES 


*We offer a complete and basic evalua- 
tion for the CHRONIC PATIENT at 


PATIENT can be directed properly 
from the start. 


FOODS 219 First St. S.W., Cedar Rapids, lowa 


save on 
, your drug 
and supply 

needs! | 


mail this 


for current 


PHYSICIANS’ DRUG & SUPPLY CO. 
Third and Callowhill Sts., Philadelphia 6, Pa. 


Please send me your Current catalog. 


A pleasant-tasting tablet...to be 
dissolved slowly in the mouth...not 
to be chewed or swallowed...made 
from milk combined with dextrins 


and maltose and four balanced non- anacidity for 
Promptly stops ulcer pain... holds 
it in abeyance...and hastens ulcer “hyperacidity, 


healing. pregnancy 
In tubes of 25 at all pharmacies. 
Physicians are invited to send for 
reprints and clinical test samples. 


*Steigmann, F.,and Goldberg, E., J. Lab. 
& Clin. Med. 42:955 (1953). 
**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 
ey Mg oxide, 2.0 gr.; Mg carbonate, 
.5 gr. 


~HORLICKS CORPORATION. 


ZONE STATE Pharmaceutical Division + RACINE, WISCONSIN 
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YOU can perform 

tubal patency tests 
in your own office 
with the 


KIDDE TUBAL INSUFFLATOR 


IT’S SIMPLE Easy operation of the 
office model Kidde Insufflator makes ac- 
curate information for diagnosis and 
therapy quickly available. CO2 is sup- 
plied in inexpensive disposable car- 
tridges which take only seconds to insert. 


IT’S SAFE Pure, filtered COz2 is ab- 
sorbed and eliminated quickly without 
risk of emboli and with minimum dis- 
comfort for the patient. 


IT’S CERTAIN Pressure and volume of 


COz flowing into the uterus are prede- 
termined and positively controlled by, 
gravity. Maximum pressure is 200 mm. 
Hg. Quantity of gas is limited to 100 cc. 
Rate of flow is finger-tip controlled and 
precisely indicated at all times by the 
ingeniously designed flowmeter. 


Tubings and fittings are provided for 
attaching your own manometer. A = a 
may be connected if desired. For instilling 
contrast media for salpingography, the 
Kidde Opaque Oil Attachment is a So available. 


Ask your dealer to demonstrate the KIDDE TUBAL 
INSUFFLATOR, or write for information to 


“1 DDE Hew Jersey 


KIDDE, TRADEMARK REG. U. S. PAT. OFF. 
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.. Unique blood-clotting faculty, acting 


promptly...will often obviate the use 
of transfusion....Preoperatively tends 
to reduce blood loss and to facilitate 
surgical procedures....Over an eleven- 


year period no untoward effects....”* 


KOAGAMIN is a parenteral hemostat 
containing oxalic and malonic acids in 
aqueous solution. Supplied in 10-cc. 


diaphragm-stoppered vials. 
*Joseph, M.: Am. J. Surg. 
87:905, 1954. “ily 


CHATHAM PHARMACEUTICALS, INC. 


Newark 2, New Jersey 04654 
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Treatment Tables and Stools Available 


IDEAL 
FOLDING 
TABLE 


Well constructed, strong. 
Will not tip or shake. 
Easy to open and close. 
Length 69”. Width 22”. 
Height 27%”. Carrying 
weight 32 lbs. 

Walnut finish. 

Simulated leather cover- 
ing — brown, green or 
maroon. 

Heavy standard padding 
(Paratex and felt.) 2” 
Paratex padding $10.00 
additional. Shipping 
weight 35 to 37 lbs. 


4 Price—$40.00 
IDEAL STRAIGHT TABLE 


Handmade by expert craftsmen. 
Handsome, Strong, Durable, Comfortable. 
Solid wood legs 3”x4”. 

Length 72”. Width 22”. 

With drawer $5.00 additional. 

With stirrups $10.00 additional. 


Height 271%”. Shipping weight 125 to 
130 Ibs. 


Artificial leather covering—brown, green 
or maroon. Heavy standard padding, 
(Paratex and felt.) 2” Paratex padding 
$10.00 additional. 


IDEAL STOOL 


Sturdy and well-made. Will not tip over. 


Solid wood construction. Three and four rungs. Top made of 
one piece solid wood 114” thick. 


Polished or upholstered top. Length 22”. Width 14”. Height 
20”. Shipping weight 25 Ibs. 


Medium Oak . Walnut $35.00 


DISTRIBUTORS 
The manufacturers of these tables 
and stools give an unconditional guar- > 
212 E. Ohio St., Chicago, Ill. 


io. Cash must accom- 
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DOCTOR, there is a new therapy that is being 
developed that will quickly enhance your prac- 
tice. It is an exclusive development of Vita- 
minerals. It is based on the sound theory that 
any time a patient comes to you suffering with 
malnutrition due to too meager intake of vita- 
mins and minerals, there is a family back of him 


need of treatment: 


IS ahout (0 cross The reason is obvious. Because the entire 
family eats at the same table they are subject to 


the same nutritional deficiency that brought the 
patient to you. Thus, malnutrition may well be 
your [ BS 0 said to be “contagious.” 


As you treat the patient, treat the family, too. 
To encourage their new concept of therapy. 
Vitaminerals has developed the Vitaminerals 
Family Pak. This is a multiple mineral and vita- 
min food supplement designed for marginal 
malnutrition, or SHADOW DEFICIENCIES in 
the entire family. It contains twenty-two dif- 
ferent vitamins and minerals—every essential 
vitamin and mineral which might possibly be 
lacking in the family dietary, with every vita- 
min in preponderantly natural form. 


Each daily ration is individually sealed in a 
protective envelope of cellophane, convenient 
to carry in hand bag or pocket. The beautiful 
Family Pak is designed to grace the dining table 
where it serves as a continual reminder to the 
family to “take their tablets.” 


Because of its low cost per person per month. 
Family Pak protection against marginal malnu- 
trition or SHADOW DEFICIENCY for entire 
families is well within the reach of every eco- 
nomic class. 


Family Pak offers an unusual opportunity for 
the doctor to broaden his field of usefulness in 
his community and to enhance his practice with 
this new and exclusive concept of modern 
therapy. 


ITAMINERALS INC. 


Glendale 1, California 
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The best treatment for constipation 


Chobile enables you to re-establish normal colonic func. 
tion in chronic constipation—the common complain 
in middle and advancing years. With Chobile you car 
break the vicious laxative habit. 

Chobile contains necessary cholic acid conjugates whicl 
~~ maintain water balance to prevent dehydration of the 
© . stool and favor normal peristalsis. 


depends on proper dosage 


Begin with 3 or 4 tabules with meals until a soft, putty- 
like stool is obtained. Reduce dosage accordingly. In 
severe cases, an enema should precede Chobile therapy. 


a Cholic Acid (conjugated as sodium glycocholate and 
sodium 1% gr. 


Bottles of 50, 100, 500 and 1000 tabules. 


—> Write for generous trial samples. 


IRWIN, NEISLER & COMPANY . DECATUR, ILLINOIS 


VAGINAL 


eR 


Clinically Effective in Leukorrhea, 
Trichomonas and Monilia vaginitis 


Each Vagimine insert contains: 
New, Dainty, Modern, Non-irritating, highly effec- 


Phenyl mercuric acetate ......._. 3.5 mg. tive VAGIMINE inserts offer the physician a superior 
Tyrothricin 0.5 mg. specific for vulvo-vaginal therapy. VAGIMINE com- 
9-aminoacridine hydrochloride ___. 2.0 mg. bines five gentle but potent anti-microbial agents in 
Hyamin 10X 2.0 mg. a special buffered, lactose-dextrose base which as- 


sures lasting therapeutic effectiveness and the proper 
vaginal pH: Easy to use, no messy powders or liquids 
to mix or dilute. Economical and convenient. Ideal 
for office, hospital or home use. 


Methyl para hydroxybenzoate _..... 7.0 mg. 
Succinic acid 15.0 mg. 
Buffered Lactose — Dextrose base... q.s. 


Literature and sample on request. 


S. J. TUTAG AND COMPANY > 


19180 Mt. Elliott Avenue + Detroit 34, Michigan __ 


Economical! 


100’s . . . 1.95 
500’s 8.95 
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How to Solve the Most Difficult Problem of Your Practice 


BONICA—The Management of PAIN 


With Special Emphasis on the Use of Analgesic Block in 
Diagnosis, Prognosis and Therapy 
By JOHN J. BONICA, M.D. 


Director, Department of Anesthesia, Tacoma General and Pierce County Hospitals; Clinical 
Associate, Department of Anatomy, University of Washington Medical School, 


Seattle, Washington; etc. 


Pain is the leading reason why patients come to 
you. In this book you can learn how you can 
relieve distress arising from virtually every condi- 
tion which cduses superficial to intractable pain! 
Dr. Bonica gives sound guidance for every doctor, 
with emphasis on the use of analgesic block as an 
aid in the diagnosis, prognosis and treatment of 
pain arising from practically every known cause. 
The management of intractable pain is detailed, 
with three complete chapters devoted to the pain 
of cancer in every region of the body. All of the 
important pain syndromes are included. 
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1533 Pages, 7” x 10”. 785 Illustrations on 444 Figures and 52 Tables. $20.00 


LEA & FEBIGER 


Throughout, the aim is to give fundamental 
considerations and principles of the problem before 
a discussion of the practical aspects. In the sections 
on technic, every important block procedure is in- 
cluded and described exactly as it is used at the 
Tacoma General Hospital, one of the most active 
centers on regional anesthesia in America. Many of 
these technics are presented so clearly that they may 
be accomplished effectively even by physicians who 
consider themselves to be novices with regional 
anesthesia. The entire work is beautifully and help- 
fully illustrated. 
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CONTROLLED Al 


A husky little giant that gives you all the air or 
vacuum you'll ever need. It's quiet as a whisper, 
too, and can be used in your office or in a 
home or hospital without annoyance. Put it in a 

cabinet —on a table—on the 

floor. It'll stay put without 
walking. Automatic oiling, liquid 
trap, filter, muffler, gauges, 
regulators, cut-off and switch 
are all standard equipment. '/s 
H.P. motor and 4-vane pump for 
11S V., 60 cy., A.C. 


$69.50 


32 Ox. bottie in stainless attach- 
able bracket. $15.00 


609 COLLEGE STREET 


R-SUCTION 


SUCTION PUMP 


INSTRUMENTS 


A 


CINCINNATI 2, OHIO 


SINCE 1837 


77 
4 
\Wechons 


Journal A 
October, 


ts to look for the 


Tell your patien 
ckage and 


name“ 'Y-KRISP” on the pa 
on each wafer. 


FREE DIETS 


DELICIOUS! 
So appetizing reducers en- Nutritionally sound —easy follow. 
joy it without “fattening” “pESIGN FOR REDUCIN 
For adults, 1200 and 1800 calories. 
In booklet form to give your 
patients. 


“THROUGH 


For teen-age 
booklet form to give your 


THE LOOKING GLASS” 


girls, 1500 calories. In 
patients. 


Booklet to help easy gainers avoid 
overweight. Calorie count of over 


400 f 
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BACK SUPPORTS 


with 
Confidence 


By working closely with the medical pro- 
fession for over 60 years, Freeman has de- 
veloped a complete line of surgical sup- 
ports. From this line you can select and 
prescribe with complete confidence in the 
suitability of each garment for its purpose, 
in the quality of its construction and in 
the comfort it will give the wearer. 


FOR WOMEN 
Freeman corset-type back supports are 
made in models which provide supportive 
and conservative measures in any required 
degree to almost complete immobilization. 
The great advantage of this type of gar- 
ment is that it can be worn comfortably while 
sitting, standing or lying. In addition to cor- 
rect design and fine construction, Freeman 
supports embody many improvements to 
increase comfort and convenience for the 
wearer. For example, linings and stay 
covers are cushioned for comfort. All side- 
laced back supports have Freeman's ex- 
clusive self-smoothing, non-wrinkle fly. 


Mail coupon for details of Freeman qual- 
ity features and free reference catalog. 


FREEMAN MANUFACTURING COMPANY 
Dept. 610, Sturgis, Michigan 


Please send details on new Freeman features and 
include free pocket-size reference catalog. 
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FIFTY THOUSAND OR MORE 
FOR FIFTY-FOUR! 


Join this year’s Christmas seal campaign to raise 
$50,000. Help supply funds for grants to osteo- 
pathic research and loans to osteopathic students. 


Read all about the campaign in your mid-October 
Christmas seal letter. Contribute to the campaign. 


order seals to carry the campaign story to your 


public. 


Let the seals, and their accompanying leaflet, “This 
Is The Story.” serve as your personal relations cam- 


paign—ethical, attractive, seasonal— without cost 


to you. 


Join the Twenty-fourth Annual 
Christmas Seal Campaign—Now 


Christmas Seals, 212 East Ohio Street, 
Chicago 11, Ill. 
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‘EXPLOSION-PROOF SAFETY — Castle Safelights are truly 
~ safe from explosion because of their unique and 


HNGER-TI CONTROL— The beam of the Safelight is 


4 


positioned with the speed and facility of a flash- 
light in the hand. In its three most popular models, 
there is no counter-weight, no heavy ball to cause 
exasperating head injuries. Its internal counter- 
balancing mechanism is smooth, effortless, and 
uses no functional devices or manual locks. (Note: 
No. 51 does have counterweight. ) 


scientific construction. They meet all Under- 
writers’ requirements for hazardous locations. 
Patients and operating personnel are constantly 
guarded. Highly combustible gaseous mixtures 
cannot be ignited by any part of the Safelight or 
by phase of its use. This safety is mandatory in the 
operating room. 


Castle G-star performance 


5 FOOT _ HAZARDOUS AREA 


“SUPERIOR QUALITY OF LIGHT— Doctors using the Safe- 
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~ light are amazed that its illumination so well com- 


pares with that of a major light. Its unique optics 
will illuminate the entirety of any deep cavity, yet 
without eye-tiring surface glare or contrast. With 
the Safelight, vision is better, easier and less 
fatiguing. 


Four 4-STAR MODELS — The most popular Safelight model 


STERILIZERS AND LIGHTS 


. is the No. 52, floor type with pantograph arm . 


available with 4-footed or circular base. The Wall 
and Ceiling types, Nos. 53 and 54, also feature the 
“easy-as-pointing-a-flashlight” adjustability. An 
alternate floor model, No. 51, has a conventional 
ball counterweight. Floor model casters are static 
conductive and provide complete stability in all 
lamphead adjustments. 


ORDER TODAY or write for complete information. 


WILMOT CASTLE COMPANY 
1250 University Avenue Rochester 7, N. Y. 
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For relief of pain and itching in sunburn, 
simple burns, hemorrhoids, diaper rash, 
fissured nipples, skin abrasions, athlete’s 
foot, and other conditions in which surface 
anesthesia is desired; also indicated as an 
anesthetic-lubricant for instrumental pro- 
cedures, and in ophthalmology. 

Nupercainal Ointment is particularly suit- 
able for mucous membranes and for dry, 


SURGERY OBSTETRICS 
OPHTHALMOLOGY 


Nupercainal® 
long-acting 


surface 
anesthetic 


encrusted surfaces. For moist or weeping 
lesions, Nupercainal Cream is available. 


NUPERCAINAL OINTMENT 

(1% Nupercaine® base in lanolin and petrolatum 
base) 

NUPERCAINAL CREAM 

(0.5% Nupercaine base in water-washable base) 
NUPERCAINAL OPHTHALMIC OINTMENT 

(0.5% Nupercaine base in white petrolatum) 


PROCTOLOGY 


Nupercainal® Ointment 
(dibucaine ointment CIBA) 


Nupercainal® Cream 
(dibucaine cream CIBA) 


CIBA 
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